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CONSTITUTION  AND  BY-LAWS 

OF  THE 

AMERICAN  ASSOCIATION 

OF 

OBSTETRICIANS  AND  GYNECOLOGISTS, 

TOGETHER  WITH 

MINUTES  OF  THE  ELEVENTH  ANNUAL  MEETING. 


AMERICAN  ASSOCIATION 


OF 

OBSTETRICIANS  AND  GYNECOLOGISTS. 


CONSTITUTION. 

I.  The  name  of  this  Association  shall  be  The  American  Associa- 
tion of  Obstetricians  and  Gynecologists. 

II.  Its  object  shall  be  the  cultivation  and  promotion  of  knowledge 
in  whatever  relates  to  Abdominal  Surgery,  Obstetrics,  and  Gynecology. 

members. 

III.  The  members  of  this  Association  shall  consist  of  Ordinary 
Fellows,  Honorary  Fellows,  and  Corresponding  Fellows. 

The  Ordinary  Fellows  shall  not  exceed  one  hundred  and  twenty- 
five  in  number. 

The  Honorary  Fellows  shall  not  exceed  ten  American  and  twenty- 
five  foreign. 

Candidates  shall  be  proposed  to  the  Executive  Council  at  least  one 
month  before  the  first  day  of  meeting  by  two  Fellows,  and  shall  be 
balloted  for  at  the  annual  meeting,  a  list  of  names  having  been  sent  to 
every  Fellow  with  the  notification  of  the  meeting. 

A  two-thirds  vote  in  the  affirmative  of  all  the  members  present  shall 
be  necessary  to  elect — fifteen  Fellows  at  least  being  in  attendance. 

All  candidates  for  active  fellowship  shall  submit  to  the  Executive 
Council,  at  least  one  month  before  the  annual  meeting,  an  original 
paper  relating  to  Abdominal  Surgery,  Obstetrics,  or  Gynecology. 

HONORARY  FELLOWS. 

IV.  The  power  of  nominating  Honorary  Fellows  shall  be  vested  in 
the  Executive  Council. 

Their  election  shall  take  place  in  the  same  manner  as  that  of  Ordi- 
nary Fellows. 

They  shall  enjoy  all  the  privileges  of  Ordinary  Fellows,  excepting 
to  vote  or  hold  office,  but  shall  not  be  required  to  pay  any  fee. 
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CONSTITUTION. 


CORRESPONDING  FELLOWS. 

V.  The  Corresponding  Fellows  shall  be  recommended  by  the 
Executive  Council  and  elected  by  the  Association. 

They  shall  enjoy  all  the  privileges  of  Ordinary  Fellows,  excepting 
to  vote  or  hold  office,  and  shall  be  entitled  to  a  copy  of  the  annual 
Transactions. 

They  shall  pay  an  annual  fee  of  five  dollars. 

OFFICERS. 

VI.  The  officers  of  this  Association  shall  be  a  President,  two  Vice- 
presidents,  a  Secretary,  a  Treasurer,  and  six  Executive  Councillors. 

The  nomination  of  all  officers  shall  be  made  in  open  session  at  the 
business  meeting,  and  the  election  shall  be  by  ballot. 

The  first  five  officers  shall  enter  upon  their  duties  immediately  before 
the  adjournment  of  the  meeting  at  which  they  shall  be  elected,  and 
shall  hold  office  for  one  year. 

["At  the  election  next  succeeding  the  adoption  of  these  laws,  the  full 
number  of  Executive  Councillors  shall  be  elected;  two  for  a  term  of 
three  years,  two  for  a  term  of  two  years,  and  two  for  a  term  of  one 
year. 

"At  every  subsequent  election  two  Councillors  shall  be  elected  for 
a  term  of  three  years,  and  shall  continue  in  office  until  their  successors 
shall  have  been  elected  and  shall  have  qualified."]  1 

Any  vacancy  occurring  during  the  recess  may  be  filled  temporarily 
by  the  Executive  Council. 

ANNUAL  MEETINGS. 

VII.  The  time  and  place  of  holding  the  annual  meeting  shall  be 
determined  by  the  Association  or  may  be  committed  to  the  Executive 
Council  each  time  before  adjournment. 

It  shall  continue  for  three  days,  unless  otherwise  ordered  by  vote  of 
the  Association. 

AMENDMENTS. 

VIII.  This  Constitution  may  be  amended  by  a  two-thirds  vote  of  all 
the  Fellows  present  at  the  annual  meeting :  provided,  that  notice  of  the 
proposed  amendment  shall  have  been  given  in  writing  at  the  annual 
meeting  next  preceding :  an,d  provided,  further,  that  such  notice  shall 
have  been  printed  in  the  notification  of  the  meeting  at  which  the  vote 
is  to  be  taken. 

1  Amendment  adopted  September  21,  1898. 


AMERICAN  ASSOCIATION 


OF 

OBSTETRICIANS  AND  GYNECOLOGISTS. 


BY-LAWS. 

THE  PRESIDING  OFFICER. 

I.  The  President,  or  in  his  absence  one  of  the  Vice-presidents,  shall 
preside  at  all  meetings,  and  perform  such  other  duties  as  ordinarily 
pertain  to  the  Chair. 

The  presiding  officer  shall  be  ex-officio  chairman  of  the  Executive 
Council,  but  shall  vote  therein  only  in  case  of  a  tie. 

SECRETARY. 

II.  The  Secretary  shall  attend  and  keep  a  record  of  all  meetings  of 
the  Association  and  of  the  Executive  Council,  of  which  latter  he  shall 
be  ex  officio  clerk,  and  shall  be  entitled  to  vote  therein. 

He  shall  collect  all  moneys  due  from  the  members,  and  shall  pay  the 
same  over  to  the  Treasurer,  taking  his  receipt  therefor. 

He  shall  supervise  and  conduct  all  correspondence  of  the  Associa- 
tion ;  he  shall  superintend  the  publication  of  the  Transactions  under 
the  direction  of  the  Executive  Council,  and  shall  perform  all  the  ordi- 
nary duties  of  his  office. 

He  shall  be  the  custodian  of  the  seal,  books,  and  records  of  the 
Association. 

TREASURER. 

III.  The  Treasurer  shall  receive  all  moneys  from  the  Secretary,  pay 
all  bills,  and  render  an  account  thereof  at  the  annual  meetings,  when 
an  Auditing  Committee  shall  be  appointed  to  examine  his  accounts 
and  vouchers. 
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BY-LAWS. 


EXECUTIVE  COUNCIL. 

IV.  The  Executive  Council  shall  meet  as  often  as  the  interests  of  the 
Association  may  require.  The  President,  or  any  three  memhers,  may 
call  a  meeting,  and  a  majority  shall  constitute  a  quorum. 

It  shall  have  the  management  of  the  affairs  of  the  Association,  sub- 
ject to  the  action  of  the  house  at  its  annual  meetings. 

It  shall  have  control  of  the  publications  of  the  Association,  with  full 
power  to  accept  or  reject  papers  or  discussions. 

It  shall  have  control  of  the  arrangements  for  the  annual  meetings, 
and  shall  determine  the  order  of  the  reading  of  papers. 

It  shall  constitute  a  court  of  inquiry  for  the  investigation  of  all 
charges  against  members  for  offences  involving  law  or  honor;  and  it 
shall  have  the  sole  power  of  moving  the  expulsion  of  any  Fellow. 

ORDER  OF  BUSINESS. 

V.  The  Order  of  Business  at  the  annual  meetings  of  the  Association 
shall  be  as  follows : 

1.  General  meeting  at  10  o'clock  a.m. 

a.  Reports  of  Committees  on  Scientific  Questions. 

b.  Reading  of  Papers  and  Discussion  of  the  same. 

2.  One  Business  meeting  shall  be  held  at  half-past  nine  o'clock 
a.m.  on  the  first  day  of  the  session,  and  another  on  the  evening 
of  the  second  day  (unless  otherwise  ordered  by  vote),  at  which 
only  the  Fellows  of  the  Association  shall  be  present.  At  these 
meetings  the  Secretary's  Record  shall  be  read  ;  the  Treasurer's 
Accounts  submitted  ;  the  Reports  of  Committees  on  other  than 
scientific  subjects  offered ;  and  all  Miscellaneous  Business 
transacted. 

PAPERS. 

VI.  The  titles  of  all  papers  to  be  read  at  any  annual  meeting  shall 
be  furnished  to  the  Secretary  not  later  than  one  month  before  the  first 
day  of  the  meeting. 

No  paper  shall  be  read  before  the  Association  that  has  already  been 
published,  or  that  has  been  read  before  any  other  body. 

Not  more  than  thirty  minutes  shall  be  occupied  in  reading  any 
paper  before  the  Association. 

Abstracts  of  all  papers  read  should  be  furnished  to  the  Secretary  at 
the  meeting. 

All  papers  read  before  the  Association  shall  become  its  sole  property 
if  accepted  for  publication ;  and  the  Executive  Council  may  decline 
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to  publish  any  paper  not  handed  to  the  Secretary  complete  before  the 
final  adjournment  of  the  annual  meeting. 

QUORUM. 

VII.  The  Fellows  present  shall  constitute  a  quorum  for  all  business, 
excepting  the  admission  of  new  Fellows  or  acting  upon  amendments 
to  the  Constitution,  when  not  less  than  fifteen  Fellows  must  be 
present. 

DECORUM. 

VIII.  No  remarks  reflecting  upon  the  personal  or  professional  char- 
acter of  any  Fellow  shall  be  in  order  at  any  meeting,  except  when 
introduced  by  the  Executive  Council. 

FINANCE. 

IX.  Each  Fellow  on  admission  shall  pay  an  initation  fee  of  twenty- 
five  dollars,  which  shall  include  his  dues  for  the  first  year. 

Every  Fellow  shall  pay  in  advance  (i  e.,  at  the  beginning  of  each 
fiscal  year)  the  sum  of  twenty  dollars  annually  thereafter. 

[A  fiscal  year  includes  the  period  of  time  between  the  first  day  of 
one  annual  meeting  and  the  first  day  of  the  next.] 

Any  Fellow  neglecting  to  pay  his  annual  dues  for  two  years  may 
forfeit  his  membership,  upon  vote  of  the  Executive  Council. 

The  Secretary  shall  receive  annually  a  draft  from  the  President 
drawn  on  the  Treasurer  for  a  sum,  to  be  fixed  by  the  Executive 
Council,  for  the  services  he  shall  have  rendered  the  Association  during 
the  year. 

A  contingent  fund  of  one  hundred  dollars  shall  be  placed  annually 
at  the  disposal  of  the  Secretary  for  current  expenses,  to  be  disbursed 
by  him,  and  for  which  he  shall  present  proper  vouchers. 

ATTENDANCE. 

X.  Any  Fellow  who  shall  neither  attend  nor  present  a  paper  for 
three  consecutive  years,  unless  he  offer  a  satisfactory  excuse,  may  be 
dropped  from  fellowship  upon  vote  of  the  Executive  Council. 

RULES. 

XL  Robert's  Rules  of  Order  shall  be  accepted  as  a  parliamentary 
guide  in  the  deliberations  of  the  Association. 
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BY-LAWS. 


AMENDMENTS. 

XII.  These  By-laws  may  be  amended  by  a  two-thirds  vote  of  the 
Fellows  present  at  any  meeting ;  provided,  previous  notice  in  writing 
shall  have  been  given  at  the  annual  meeting  next  preceding  the  one  at 
which  the  vote  is  to  be  taken. 


OFFICERS  FOR  1898-1899. 


PRESIDENT. 

EDWARD  JOSEPH  ILL,  Newark. 

VICE-PRESIDENTS. 

EDWIN  RICKETTS,  Cincinnati. 
AARON  BENJAMIN  MILLER,  Syracuse. 

SECRETARY. 

WILLIAM  WARREN  POTTER,  Buffalo. 

TREASURER. 

XAVIER  OSWALD  WERDER,  Pittsburg. 

EXECUTIVE  COUNCIL. 

ALBERT  VANDER  VEER,  Albany. 

LEWIS  SAMUEL  McMURTRY,  Louisville. 

WILLIAM  E.  B.  DAVIS,  Birmingham. 

JOHN  MILTON  DUFF,  Pittsburg. 

LEHMAN  HERBERT  DUNNING,  Indianapolis. 

WALTER  BENAJAH  CHASE,  New  York. 


HONORARY  FELLOWS. 


*  Deceased. 

1889.— Bantock,  George  Granville,  M.D.,  F.R.C.S.  Ed.  Sur- 
geon to  the  Samaritan  Free  Hospital.  12  Granville  Place,  Portman 
Square  W.,  London,  England. 

1889.  — Barbour,  A.  H.  Freeland,  M.A.,  B.S.C.,  M.D.,  F.R.C.P. 
Ed.,  F.R.S.  Ed.  Lecturer  on  Midwifery  and  Diseases  of  Women  in 
the  Edinburgh  Medical  School  ;  Assistant  Physician  to  the  Royal 
Maternity  Hospital ;  Assistant  Physician  for  Diseases  of  Women  to 
the  Royal  Infirmary  ;  Physician  to  the  Women's  Dispensary  ;  Fellow 
of  the  Edinburgh  and  London  Obstetrical  Societies  and  of  the  British 
Gynecological  Society ;  Corresponding  Fellow  of  the  Royal  Academy 
of  Medicine,  Turin.    4  Charlotte  Square,  Edinburgh,  Scotland. 

1 892. — *Boisliniere,  L.  Ch.,  A.B.,  M.D.,  LL.D.  1896. 

1890.  — Championniere,  Just.  Lucas  ,  M.D.  3  Avenue  Montaigne, 
Paris,  France. 

1889.  — Charpentier,  Arthur  Louis  Alphonse,  M.D.  Fellow 
of  the  Faculty  of  Medicine  of  Paris;  Member  of  the  Academy  of 
Medicine ;  and  Chevalier  of  the  Legion  of  Honor.  6(3  Rue  de  Miro- 
mesnil,  Paris,  France. 

1888.  — Cordes,  August  Elisee,  M.D.  Member  of  the  Royal 
College  of  Physicians,  London ;  Fellow  of  the  Obstetrical  Society  of 
London  and  of  the  British  Gynecological  Society  ;  Corresponding 
National  Member  of  the  Obstetrical  and  Gynecological  Society  of 
Paris ;  Honorary  Fellow  of  the  Detroit  Gynecological  Society ;  late 
"  Chirurgien-adjoint "  of  the  Obstetrical  and  Gynecological  Clinic  at 
the  Maternity  at  Geneva ;  Consulting  Accoucheur  of  the  Misericorde 
Hospital,  etc. ;  Perpetual  Member  of  the  Societe  Obstetricale  de  France, 
Paris,  France.    12  Rue  Bellot,  Geneva,  Switzerland. 

1890.  — *Corson,  Hiram,  M.D.  1896. 

1889.  — Croom,  J.  Halliday,  M.D.,  F.R.C.P.E.,  F.R.CS.E., 
F.R.S.E.  Physician  to  and  Clinical  Lecturer  on  Diseases  of  Women, 
Royal  Infirmary,  Edinburgh ;  Physician  to  the  Royal  Maternity  Hos- 
pital ;  Lecturer  on  Midwifery  and  the  Diseases  of  Women  at  the 
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HONORARY  FELLOWS. 


School  of  Medicine ;  Consulting  Physician  for  Diseases  of  Women, 
Western  Dispensary.    25  Charlotte  Square,  Edinburgh,  Scotland. 

1889. — *Dunlap,  Alexander,  A.M.,  M.D.    Springfield,  O.  1894. 

1888.  —  *Edis,  Arthur  Wellesley,  M.D.  Lond.,  F.R.C.S., 
M.R.S.C.S.    London,  England.  1893. 

1889.  — *Eklund,  Abraham  Fredrik,  M.D.  3  A.  Sibyllegatan, 
Stockholm,  Sweden.  1898. 

1891. — Fernandez,  Juan  Santos,  M.D.  Calle  de  la  Reina,  No. 
92,  Havana,  Cuba. 

1891.  — *Fisher,  George  Jackson,  A.M.,  M.D.  Sing  Sing,  N.  Y. 
1893. 

1889. — Freund,  William  Alexander,  M.D.  Professor  and 
Director  of  the  Clinic  for  Diseases  of  Women  in  the  Emperor  Wil- 
liam University.    2  Nikolaustaden,  Strassburg,  Germany. 

1S9G. — Gaston,  James  McFadden,  A.M.,  M.D.  Professor  of 
Surgery  in  the  Southern  Medical  College,  Atlanta ;  Fellow  of  the 
American  Surgical  Association  ;  Member  of  the  Southern  Surgical  and 
Gynecological  Association.    421  Capitol  Avenue,  Atlanta,  Ga. 

1892.  — *Green,  Traill,  M.D.,  LL.D.    Easton,  Pa.,  1897. 

1894. — Jacobs,  Charles,  M.D.  Professor  of  the  Faculty  of  Medi- 
cine of  Brussels ;  Secretary-General  of  the  Permanent  Committee  of 
the  Periodic  International  Congress  of  Gynecology  and  Obstetrics ; 
Honorary  President  of  the  Belgian  Society  of  Gynecology  and  Obstet- 
rics ;  Honorary  Fellow  of  the  Gynecological  Societies  of  New  York 
and  Chicago;  Member  of  the  Southern  Surgical  and  Gynecological 
Association ;  Corresponding  Member  of  the  Gynecological  Society  of 
Paris ;  Surgeon  to  the  Brussels  Polyclinic.  53  Boulevard  de  Water- 
loo, Brussels,  Belgium. 

1889.— *Keith,  Thomas,  M.D.    London,  Eng.,  1896. 

1889.  — Leopold,  G.,  M.D.  Professor  in  the  Royal  Clinic  for  Dis- 
eases of  Women.    12  Seminar-Strasse,  Dresden,  Germany. 

1894.  — Maclean,  Donald,  M.D.  President  of  the  American 
Medical  Association  1894.    72  Lafayette  Avenue,  Detroit,  Mich. 

1890.  — Martin,  August,  M.D.  Alexanderufer  1,  Berlin  N.  W., 
Germany. 

1895.  — +Mastin,  Claudius  Henry,  M.D.,  LL.D.    Mobile,  Ala., 
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1897. — Mathews,  Joseph  McDowell,  M.D.  Professor  of  Dis- 
eases of  the  Rectum  and  Clinical  Surgery,  Hospital  College  of  Medi- 
cine ;  President  of  the  Kentucky  State  Board  of  Health  ;  First  Vice- 
President  American  Medical  Association  1898  ;  President,  1899.  923 
Fourth  Avenue,  Louisville,  Kentucky. 

1891. — Moses,  Gratz  Ashe,  M.D.  Emeritus  Professor  of  Obstet- 
rics and  Gynecology  in  the  Missouri  Medical  College;  formerly  in 
charge  of  the  Woman's  Department,  St.  Louis  Hospital,  and  Clinical 
Lecturer  in  Gynecology,  St.  Louis  Medical  College ;  Physician  to 
Augusta  Hospital.    3941  West  Bell  Place,  St.  Louis,  Mo. 

1889. — Nicola ysen,  Julius,  M.D.  Professor  of  Surgery  in  the 
University  of  Norway.    Christian  ia,  Norway. 

1891. — Pietranera,  E.,M.D.  Professor  of  Obstetrics  in  the  Medi- 
cal Department  of  the  National  University;  Director  of  the  Maternity 
Branch  of  the  Clinical  Hospital.  2711  Calle  Rio  Adaria,  Buenos 
Ay  res,  Argentine  Republic,  S.  A. 

1889. — Sanger,  Max,  M.D.  Professor  of  Obstetrics  and  Gyne- 
cology, University  of  Leipzig  ;  late  President  of  the  Leipzig  Obstet- 
rical Society ;  Honorary  Member  of  the  Obstetrical  Societies  of 
Philadelphia  and  Chicago ;  Honorary  Member  of  the  Belgian  Gyne- 
cological Society,  Brussels ;  Honorary  Member  of  the  Gynecological 
Society,  Kiew ;  Corresponding  Member  of  the  Medical  Society  of 
Christiania,  Norway.    16  Lindenstrasse,  Leipzig,  Germany. 

1890— Savage,  Thomas,  M.D.,  F.R.C.S.  Eng.  Surgeon  to  the 
Birmingham  Hospital  for  Women.  33  Newhall  Street,  Birmingham, 
England. 

1889. — Schultze,  Bernhard  Sigmund,  M.D.  Professor  of  Gyne- 
cology ;  Director  of  the  Lying-in  Institute  and  of  the  Gynecological 
Clinic.    2  Sellierstrasse,  Jena,  Germany. 

1896. — Second,  Paul,  M.D.  Professor  of  the  Faculty  of  Medicine, 
Paris  ;  Surgeon  to  the  Salpetriere;  Principal  Physician  to  the  Orleans 
Railroad.    11  Quai  d'Orsay,  Paris. 

1894. — *Slaviansky,  Kronid,  M.D.  24  Liteinaia  Street,  St.  Pe- 
tersburg, Russia.  1898. 

1888.— *Smith,  J.  Greig,  M.A.,  CM.,  M.B.,  F.R.S.E.  Bristol, 
England.  1897. 

1896. — Sternberg,  George  Miller,  A.M.,  M.D.,  LL.D.  Briga- 
dier-General and  Surgeon-General,  U.  S.  Army.    Washington,  D.  C. 

1888.— Tait,  Lawson,  M.D.,  LL.D.,  F.R.C.S.E.  Surgeon  to  the 
Birmingham  and  Midland  Hospital  for  Women  ;  Consulting  Surgeon 
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to  the  West  Brorawich,  the  Southampton,  and  the  Nottingham  Hos- 
pitals for  Women  ;  Professor  of  Gynecology  and  Member  of  the 
Council  in  Queen's  College;  President  of  Mason's  Science  College; 
Ex-Presiflent  of  the  British  Gynecological  Society  ;  President  of  the 
Birmingham  Medical  Institute ;  Ex-President  of  the  Birmingham  and 
Midland  Counties  Branch  of  the  British  Medical  Association ;  Presi- 
dent of  the  Worcestershire  and  Herefordshire  Branch  of  the  British 
Medical  Association  and  of  the  Midland  Medical  Society.  7  The 
Crescent,  Birmingham,  England. 

1888.  — Williams,  Sir  John,  Bart.,  M.D.,  F.R.C.P.  63  Brook 
Street,  Grosvenor  Square  W. ,  London,  England. 

1889.  — v.  Winckel,  F.,  M.D.  Professor  of  Gynecology  and  Director 
of  the  Royal  Hospital  for  Women  ;  Member  of  the  Sujjreme  Council 
and  of  the  Faculty  of  Medicine  in  the  University  of  Munich.  16a 
Sonnenstrasse,  Munich,  Germany. 

Total,  twenty-five  Honorary  Fellows. 


CORRESPONDING  FELLOWS. 


1891. — Griffin,  Herbert  Spohn,B.A.,  M.D.  Surgeon  to  Hamil- 
ton City  Hospital  ;  Examiner  in  Obstetrics,  University  of  Toronto 
157  Main  Street,  Hamilton,  Ontario,  Canada. 

1891.— Machell,  Henry  Thomas,  M.D.,  L.R.C.P.  Ed.  Lecturer 
on  Obstetrics,  Woman's  Medical  College;  Surgeon  to  St.  John's  Hos- 
pital for  Women  ;  Physician  to  Victoria  Hospital  for  Sick  Children 
and  to  Hillcrest  Convalescent  Home.  95  Bellevue  Avenue,  Toronto, 
Ontario,  Canada. 

1898. —  Wright,  Adam  Henry,  B.A.,  M.D.,  Univ.  Toronto, 
M.R.C.S.  Eng.  Professor  of  Obstetrics  in  the  University  of  Toronto ; 
Obstetrician  and  Gynecologist  to  the  Toronto  General  Hospital  and 
Burnside  Lying-in  Hospital.  President,  1891.  30  Gerrard  Street, 
East,  Toronto,  Ont.,  Canada. 

Total,  three  Corresponding  Fellows. 


ORDINARY  FELLOWS. 


*  Deceased. 

1890. — Asdale,  William  James,  M.D.  Professor  of  Diseases  of 
Women,  Western  Pennsylvania  Medical  College,  Medical  Department 
University  of  Western  Pennsylvania.  5523  Ellsworth  Avenue,  Pitts- 
burg, Pa. 

1895. — Bacon,  Joseph  Barnes,  M.D.  Professor  of  Rectal  Dis- 
eases at  the  Post-Graduate  Medical  School ;  Instructor  in  Clincal  Sur- 
gery in  the  Medical  Department  of  Northwestern  University.  4125 
Drexel  Boulevard,  Chicago,  111. 

Founder. — Baker,  Washington  Hopkins,  M.D.  Senior  Obstetri- 
cian to  the  Maternity  Hospital ;  Physician  to  the  German  Hospital. 
1610  Summer  Street,  Philadelphia,  Pa. 

1895.  — Baldwin,  James  Fairchild,  A.M.,  M.D.  Chancellor  of, 
and  Professor  of  Surgical  Gynecology  in,  the  Ohio  Medical  Univer- 
sity ;  Gynecologist  at  the  Protestant  Hospital.  112  North  Fourth 
Street,  Columbus,  O. 

1889. — Barrow,  David,  M.D.  Member  of  the  Southern  Surgical 
and  Gynecological  Association.  196  East  High  Street,  Lexington, 
Kentucky. 

1892. — Blume,  Frederick,  M.D.  Gynecologist  to  the  Allegheny 
General  Hospital  and  Pittsburg  Free  Dispensary ;  Obstetrician  to  the 
Roselia  Maternity  Hospital ;  Consulting  Gynecologist  to  the  Mercy 
Hospital ;  President  of  the  Pittsburg  Obstetrical  Society,  1892.  524 
Penn  Avenue,  Pittsburg,  Pa. 

1896.  — Bosher,  Lewis  C,  M.D.  Professor  of  the  Principles  of 
Surgery  and  Clinical  Lecturer  on  Genito-urinary  Surgery,  Medical 
College  of  Virginia  ;  Visiting  Surgeon  to  the  Old  Dominion  Hospital. 
717  East  Franklin  Street,  Richmond,  Va. 

Founder. — Boyd,  James  Peter,  A.M.,  M.D.  Professor  of  Obstet- 
rics, Gynecology,  and  Diseases  of  Children  in  the  Albany  Medical 
College ;  Gynecologist  to  the  Albany  Hospital ;  Consulting  Obstetric 
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Surgeon  to  St.  Peter's  Hospital ;  Fellow  of  the  British  Gynecological 
Society.    152  Washington  Avenue,  Albany,  N.  Y. 

1889. — Branham,  Joseph  H.,  M.D.  Demonstrator  of  Anatomy 
in  the  College  of  Physicians  and  Surgeons;  Visiting  Surgeon  to  Bay- 
view  Hospital.    538  North  Arlington  Avenue,  Baltimore,  Md. 

1894.  — Brown,  John  Young,  Jr.,  M.D.  Late  First  Assistant 
Physician  in  the  Central  Kentucky  Asylum  for  the  Insane  ;  President 
Mississippi  Valley  Medical  Association,  1898.  507  North  Spring 
Avenue,  St.  Louis,  Mo. 

1889.— *Burns,  Bernard,  M.D.,  Allegheny,  Pa.  1892. 

1898. — Cameron,  Markley  Connell,  M.D.  Demonstrator  of 
Gynecology,  Western  Pennsylvania  Medical  College ;  Assistant  Physi- 
cian, Western  Pennsylvania  Hospital.  178  Forty-third  Street,  Pitts- 
burg, Pa. 

Founder. — Carstens,  J.  Henry,  M.  D.  Professor  of  Obstetrics  and 
Clinical  Gynecology  in  the  Detroit  College  of  Medicine ;  Gynecologist 
to  the  Harper  Hospital ;  Attending  Physician  to  the  Woman's  Hos- 
pital ;  Obstetrician  to  the  House  of  Providence ;  President  of  the 
Detroit  Gynecological  Society,  1892.  Vice-President,  1888-89  ;  Presi- 
dent, 1895 ;  Executive  Council,  1896-98.  620  Woodward  Avenue, 
Detroit,  Mich. 

1895.  — Chase,  Walter  Benajah,  M.D.  Gynecologist  to  the 
Bushwick  Hospital ;  Attending  Surgeon  and  Gynecologist,  Central 
Hospital  and  Dispensary  ;  Consulting  Gynecologist  to  the  Long  Island 
College  Hospital ;  Councillor  to  the  Long  Island  College  Hospital ; 
Fellow  of  the  Brooklyn  Gynecological  Society  (President,  1893) ; 
Member  Medical  Society  County  of  Kings  (President,  1892);  Per- 
manent Member  Medical  Society  State  of  New  York  ;  Member  of  the 
Brooklyn  Pathological  Society,  and  Honorary  Member  of  the  Queens 
County  Medical  Society.  Executive  Council,  1899.  263  Hancock 
Street,  New  York,  Borough  of  Brooklyn. 

Founder. — Clarke,  Augustus  Peck,  A.M.,  M.D.  Dean  and  Pro- 
fessor of  Gynecology  and  Abdominal  Surgery  in  the  College  of  Physi- 
cians and  Surgeons,  Boston  ;  Vice-President  of  the  American  Medical 
Association,  1896  ;  President  of  the  Gynecological  Society  of  Boston, 
1891-92 ;  Vice-President  of  the  Pan-American  Medical  Congress, 
1893  ;  Member  of  the  Massachusetts  Medical  Society  ;  Fellow  of  the 
American  Academy  of  Medicine ;  Member  of  the  American  Public 
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Health  Association  ;  Consulting  Physician  to  the  Middlesex  Hospital 
and  Dispensary.    825  Massachusetts  Avenue,  Cambridge,  Mass. 

1890.— *Coles,  Walter,  M.D.    St.  Louis,  Mo.  1892. 

1892. — Cordier,  Albert  Hawes,  M.D.  Professor  of  Abdominal 
Surgery  in  the  Kansas  City  Medical  College ;  First  Vice-President  of 
the  Kansas  State  Medical  Society,  1892  ;  Corresponding  Member  of 
the  Philadelphia  Obstetrical  Society.  Vice-President,  1896.  310 
Rialto  Building,  Kansas  City,  Mo. 

1894. — Crofford.  Thomas  Jefferson,  M.D.  Professor  of  Physi- 
ology and  Clinical  Lecturer  on  Diseases  of  Women  in  the  Memphis 
Hospital  Medical  College ;  Member  of  the  Southern  Surgical  and 
Gynecological  Association.    155  Third  Street,  Memphis,  Tenn. 

1897.— Cumston,  Charles  Greene,  B..M.S.,  M.D.  (Geneva,  Swit- 
zerland). Assistant  Professor  of  Surgical  Pathology,  Tuft's  College 
Medical  School,  Boston  ;  Member  of  the  Massachusetts  Medical  Soci- 
ety ;  Corresponding  Member  of  the  Association  of  Genito-urinary  Sur- 
geons of  France  ;  Corresponding  Member  of  the  Pathological  Society 
of  Brussels,  Belgium ;  Corresponding  Member  of  the  Electro-thera- 
peutical Society  of  France.    871  Beacon  Street,  Boston,  Mass. 

Founder. — Cushing,  Clinton,  M.D.  Professor  of  Gynecology  in 
the  Cooper  Medical  College ;  Consulting  Surgeon  to  the  French  Hos- 
pital. Executive  Council,  1888-91.  1607  I  Street,  N.  W.,  Washing- 
ton, D.  C. 

1892. — Cushing,  Ernest  Watson,  A.B.,  M.D.  Surgeon  of  the 
Woman's  Charity  Club  Hospital ;  Editor  of  the  Annals  of  Gynecology 
and  Pediatry.    168  Newbury  Street,  Boston,  Mass. 

1894. — Davega,  S.  M.,  M.D.  Surgeon  to  the  Richmond  and  Dan- 
ville Railroad,  C.  and  L.  R.  R.,  C.  and  C.  R.  R.,  G.  C.  and  N.  R.  R. 
Wylie  Street,  Chester,  S.  C. 

1889. — Davis,  William  Elias  B.,  M.D.  Professor  of  Gynecology 
and  Abdominal  Surgery  in  the  Birmingham  Medical  College ;  Secre- 
tary of  the  Southern  Surgical  and  Gynecological  Association,  1888-'97; 
formerly  Surgeon  to  the  Birmingham  Hospital  of  United  Charities ; 
President  of  the  Tri-state  Medical  Society  of  Alabama,  Georgia,  and 
Tennessee,  1892 ;  Secretary  of  the  Surgical  Section  of  the  American 
Medical  Association,  1891 ;  Honorary  President  of  the  Section  on 
Gynecology  and  Abdominal  Surgery  of  the  First  Pan-American  Medi- 
cal Congress ;  Honorary  Member  of  the  Medical  Society  of  the  State 


20 


ORDINARY  FELLOWS. 


of  New  York.  Vice-President,  1895 ;  Executive  Council,  1897-'99. 
2031  Avenue  G,  Birmingham,  Ala. 

1896. — Deaver,  John  Blair,  M.D.  Assistant  Professor  of  Ap- 
plied Anatomy  at  the  University  of  Pennsylvania  ;  Visiting  Surgeon 
to  the  German  Hospital.    1634  Walnut  Street,  Philadelphia,  Pa. 

1892. — Dorsett,  Walter  Blackburn,  M.D.  Professor  of  Obstet- 
rics in  the  Beaumont  Hospital  Medical  College ;  President  of  the  St. 
Louis  Medical  Society,  1892.  Vice-President,  1898.  3941  West  Bell 
Place,  St.  Louis,  Mo. 

1889. — Douglas,  Richard,  M.D.  Professor  of  Gynecology  and 
Abdominal  Surgery  in  the  Vanderbilt  Medical  College ;  President  of 
the  Tri-state  Medical  Society  of  Alabama,  Georgia,  and  Tennessee, 
1893  ;  Fellow  of  the  British  Gynecological  Society ;  President  of  the 
Southern  Surgical  and  Gynecological  Association,  1898.  Vice-Presi- 
dent, 1898.    110  Spruce  Street,  Nashville,  Tenn. 

1892.— Duff,  John  Milton,  A.M.,  M.D.,  Ph.D.  Chairman  of  the 
Section  on  Obstetrics  and  Diseases  of  Women  in  the  American  Medical 
Association,  1893  ;  Professor  of  Obstetrics  in  the  Western  Pennsyl- 
vania Medical  College ;  Gynecologist  to  the  Western  Pennsylvania 
Hospital ;  Consulting  Surgeon  and  Gynecologist  to  the  South  Side 
Hospital ;  Fellow  of  the  American  Academy  of  Medicine ;  President 
of  the  Pittsburg  Obstetrical  Society,  1891.  Executive  Council,  1898-99. 
2006  Carson  Street,  Pittsburg,  Pa. 

1898. — Dunn,  James  C,  M.D.  Obstetrician  to  Reineman  Mater- 
nity Hospital.    208  Winebiddle  Avenue,  Pittsburg,  Pa. 

1895. — Dunn,  James  Henry,  M.D.  Professor  of  Genito-urinary 
Diseases  and  Adjunct  Professor  of  Clinical  Surgery  at  the  Medical 
Department  of  the  University  of  Minnesota ;  Surgeon  to  City,  Asbury, 
and  St.  Mary's  Hospitals.   337  Oak  Grove  Street,  Minneapolis,  Minn. 

1895. — Dunn,  B.  Sherwood-,  M.D.  Officier  d'Academie  ;  Corre- 
sponding Member  of  the  Societe  Obstetrique  et  Gynecologique  de 
Paris ;  Member  of  the  Societe  Clinique  des  Praticiens  de  France,  etc. 
Warren  Chambers,  419  Boylston  Street,  Boston  Mass. 

1892. — Dunning,  Lehman  Herbert,  M.D.  Professor  of  Diseases 
of  Women  in  the  Medical  College  of  Indiana ;  Consulting  Gynecolo- 
gist to  the  Indianapolis  City  Hospital  and  Dispensary.  Executive 
Council,  1899.    431  North  Alabama  Street,  Indianapolis,  Ind. 
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1895.— Earle,  Frank  Breckinridge,  M.D.  Professor  of  Obstet- 
rics at  the  College  of  Physicians  and  Surgeons.  903  W.  Monroe 
Street,  Chicago,  111. 

1895. — Ferguson,  Alexander  Hugh,  M.D.  Professor  of  Sur- 
gery at  the  Chicago  Post-Graduate  Medical  School.  2950  Indiana 
Avenue,  Chicago,  111. 

1895. — Fish,  Edmund  Frost,  M.D.  Professor  of  Gynecology  in 
the  Milwaukee  Medical  College;  Gynecologist  to  the  Trinity,  St. 
Joseph's,  and  Milwaukee  City  Hopitals ;  Gynecologist  to  the  Milwau- 
kee Free  Dispensary.    211  Grand  Avenue,  Milwaukee,  Wis. 

1890.  — Frederick,  Carlton  Cassius,  B.S.,  M.D.  Clinical  Pro- 
fessor of  Gynecology  in  the  Medical  Department  of  Buffalo  Univer- 
sity ;  Obstetrician  and  Gynecologist  to  the  Buffalo  Woman's  Hospital ; 
Obstetrician  to  the  Widows'  and  Infants'  Asylum  ;  Gynecologist  to  the 
Erie  County  Hospital.    64  Richmond  Avenue,  Buffalo,  N.Y. 

1891.  — Gibbons,  Henry,  Jr.,  A.M.,  M.D.  Dean  and  Professor 
of  Obstetrics  and  Diseases  of  Women  and  Children  in  Cooper  Medical 
College  ;  Consulting  Physician  to  the  French  and  the  Children's  Hos- 
pitals.   920  Polk  Street,  San  Francisco,  Cal. 

1895. — Gilliam,  David  Tod,  M.D.  Professor  of  Gynecology, 
Starling  Medical  College ;  Gynecologist  to  St.  Anthony  Hospital ; 
Gynecologist  to  St.  Francis  Hospital ;  Consulting  Gynecologist  to  State 
Street  Dispensary ;  Member  of  the  American  Medical  Association, 
Mississippi  Valley  Medical  Association,  Ohio  State  Medical  Society ; 
Honorary  Member  of  the  Northwestern  Medical  Society ;  Member 
and  Ex-j)resident  of  Columbus  Academy  of  Medicine.  70  Winner 
Avenue,  Columbus,  O. 

1895. — Goldspohn,  Albert,  M.D.  Professor  of  Gynecology,  Post- 
Graduate  Medical  School ;  Senior  Gynecologist,  German  Hospital ; 
Attending  Gynecologist,  Post-Graduate  and  Charity  Hospitals.  519 
Cleveland  Avenue,  Chicago,  111. 

1894. — Griffith,  Jefferson  Davis,  M.D.  Professor  of  Surgery 
in  the  Kansas  City  Medical  College ;  Surgeon  to  St.  Joseph's  Hospital 
and  to  the  Children's  Hospital.  Corner  Grand  Avenue  and  Thirty- 
fifth  Street,  Kansas  City,  Mo. 

1892.  — Haggard,  William  David,  M.D.  Professor  of  Gynecol- 
ogy and  Diseases  of  Children  in  the  Medical  Department  of  the  Uni- 
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versity  of  Tennessee ;  Consulting  Gynecologist  to  the  City  Hospital ; 
Gynecologist  to  St.  Margaret's  Hospital ;  Chairman  of  Section  on 
Diseases  of  Children,  American  Medical  Association,  1886 ;  Fellow 
(President,  1 888)  of  the  Southern  Surgical  and  Gynecological  Associ- 
ation ;  President  of  the  Nashville  Academy  of  Medicine  and  Surgery. 
312  North  High  Street,  Nashville,  Term. 

1889.  — Hall,  Rufus  Bartlett,  A.M.,  M.D.  Professor  of  Clin- 
ical Gynecology  at  the  Miami  Medical  College ;  Gynecologist  to  the 
Presbyterian  Hospital ;  Member  of  the  British  Gynecological  Associa- 
tion ;  of  the  Southern  Surgical  and  Gynecological  Association  ;  of  the 
American  Medical  Association ;  of  the  Ohio  State  Medical  Society ; 
of  the  Cincinnati  Academy  of  Medicine ;  President  of  the  Cincinnati 
Obstetrical  Society,  1896.  Vice- President,  1891.  Berkshire  Building, 
628  Elm  Street,  Cincinnati,  Ohio. 

1894.— Hayd,  Herman  Emilie,  M.D.,  M.R.C.S.,  Eng.  Gynecolo- 
gist to  the  Erie  County  Hospital.  493  Delaware  Avenue,  Buffalo,  N.  Y. 

Founder. —  *Hill,  Hampton  Eugene,  M.D.  1894. 

1891. — Holmes,  Josus  Billington  Sanders,  M.D.  Professor  of 
Obstetrics  in  the  Southern  Medical  College ;  President  of  the  Georgia 
State  Medical  Association,  1890 ;  Member  of  the  Southern  Surgical 
and  Gynecological  Association ;  Member  of  the  American  Medical 
Association.    17  West  Cain  Street,  Atlanta,  Georgia. 

1891.  — Howitt,  Henry,  M.D.,  M.R.C.S.,  Eng.  Surgeon  to  the 
Guelph  General  and  St.  Joseph's  Hospitals,  Guelph  ;  Member  of  the 
British  and  Ontario  Medical  Associations  ;  Medical  Health  Officer  for 
the  City  of  Guelph.  Vice-President,  1895.  235  Woolwich  Street, 
Guelph,  Ontario,  Canada. 

1890.  — Hughes,  Donnel,  M.D.  Executive  Council,  1893.  4005 
Chestnut  Street,  Philadelphia,  Pa. 

1896. — Hughes,  George  Maurice,  M.D.  Physician  in  Charge  of 
the  Obstetric  and  Gynecological  Department  of  the  Philadelphia  Dis- 
pensary.   241  North  Eighteenth  Street,  Philadelphia,  Pa. 

1892.  — Hulbert,  George  Frederick,  M.D.  Professor  of  the 
Principles  and  Practice  of  Medicine  and  Clinical  Gynecology  in  the 
Marion-Sims  Medical  College ;  Consulting  Physician  and  Surgeon  to 
the  Missouri  Pacific  Railway  Hospital ;  Consulting  Gynecologist  to  the 
St.  Louis  City  and  Female  Hospitals ;  Secretary  of  the  St.  Louis 
Obstetrical  and  Gynecological  Society.  Vice-President,  1894.  4270 
Delmar  Avenue,  St.  Louis,  Mo. 
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1895. — Humiston,  William  Henry,  M.D.  Clinical  Lecturer  on 
Gynecology  at  the  Medical  Department  of  the  Western  Reserve  Uni- 
versity ;  Consulting  Gynecologist  to  the  City  Hospital.  122  Euclid 
Avenue,  Cleveland,  O. 

1898.— Hyde,  Joel  W.,  M.D.  Obstetric  Surgeon  to  St.  Mary's 
Hospital ;  Consulting  Obstetrician  to  the  Long  Island  College  Hos- 
pital ;  Consulting  Gynecologist  to  Central  Hospital.  215  Schermerhorn 
Avenue,  Brooklyn,  N.  Y. 

1892.— Hypes,  Benjamin  Murray,  A.M.,  M.D.  Professor  of 
Obstetrics  in  the  Marion-Sims  Medical  College.  2005  Victor  Street,  St. 
Louis,  Mo. 

Founder.— Ill,  Edward  Joseph,  M.D.  Surgeon  to  the  Woman's 
Hospital ;  Gynecologist  to  St.  Barnabas's  and  Consulting  Gynecologist 
to  the  German  Hospitals.  Vice-President,  1893  ;  President,  1899.  1002 
Broad  Street,  Newark,  N.  J. 

1897. — Ingraham,  Henry  Downer,  M.D.  Clinical  Professor  of 
Gynecology  and  Pediatrics,  Medical  Department  of  the  University  of 
Buffalo ;  Consulting  Gynecologist  to  the  Buffalo  Woman's  Hospital, 
and  to  the  Erie  County  Hospital ;  Consulting  Gynecologist  to  Provi- 
dence Hospital.    105  Franklin  Street,  Buffalo,  N.  Y. 

Founder. — Jarvis,  George  Cyprian,  M.D.  Visiting  Surgeon  to 
the  Hartford  Hospital.    98  High  Street,  Hartford,  Conn. 

1894. — Jayne,  Walter  Addison,  M.D.  Professor  of  Gynecology 
in  the  Medical  Department  of  the  University  of  Denver ;  Consultant 
in  Gynecology,  St.  Luke's  Hospital ;  Gynecologist  to  the  Arapahoe 
County  Hospital,  Denver.    217  McPhee  Building,  Denver,  Col. 

1892. — Jelks,  James  Thomas,  M.D.  President  of  the  Arkansas 
Medical  Society,  1892  ;  Chairman  of  the  Section  of  Surgery  in  the 
American  Medical  Association,  1893 ;  Professor  of  Gynecology  in 
Barnes  Medical  College,  St.  Louis,  Mo.  ;  Member  of  the  Southern 
Surgical  and  Gynecological  Association.  178  Central  Avenue,  Hot 
Springs,  Ark. 

1894. — Jennings,  Charles  Godwin,  M.D.  Professor  of  the  The- 
ory and  Practice  of  Medicine  and  Clinical  Diseases  of  Children  in  the 
Detroit  College  of  Medicine ;  Physician  to  St.  Mary's  Hospital,  De- 
partment of  Diseases  of  Children  ;  Physician  to  St.  Vincent's  Orphan 
Asylum  ;  Consulting  Physician  to  the  Woman's  Hospital  and  Found- 
lings' Home ;  Consulting  Physician  to  St.  Luke's  Hospital ;  Member 
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of  the  American  Pediatric  Society.  457  Jefferson  Avenue,  Detroit, 
Mich. 

1891. — Johnston,  George  Ben,  M.D.  Professor  of  the  Practice 
of  Surgery  and  Clinical  Surgery  in  the  Medical  College  of  Virginia ; 
Surgeon  to  the  Old  Dominion  Hospital ;  Physician  to  St.  Sophia's 
Home  for  the  Aged  ;  Physician  to  St.  Joseph's  Female  Orphan  Asy- 
lum ;  Consulting  Surgeon  to  the  Richmond  Eye,  Ear,  and  Throat 
Infirmary ;  Vice-President  of  the  Southern  Surgical  and  Gynecolog- 
ical Association,  1892,  President,  1897;  Ex-President  of  the  Richmond 
Medical  and  Surgical  Society ;  President  of  the  Virginia  State  Medical 
Society,  1897.  Vice-President,  1897.  407  East  Grace  Street,  Rich- 
mond, Va. 

1893. — Laidley,  Leonidas  Hamlin,  M.D.  Professor  of  Gyne- 
cology in  the  Beaumont  Hospital  Medical  College ;  Surgeon-in-Chief 
to  the  Protestant  Hospital.    3538  Washington  Avenue,  St.  Louis,  Mo. 

1898. — Langfit,  William  Sterling,  M.D.  Surgeon-in-Chief  to 
St.  John's  Hospital.    608  Preble  Avenue,  Allegheny,  Pa. 

1890.  — Longyear,  Howard  Williams,  M.D.  Gynecologist  to 
Harper  Hospital ;  Physician  to  the  Woman's  Hospital ;  President  of 
the  Detroit  Gynecological  Society,  1889 ;  Chairman  of  the  Section  on 
Obstetrics  and  Gynecology  of  the  Michigan  State  Medical  Society, 
1892.    Vice-President,  1893.    698  Woodward  Avenue,  Detroit,  Mich. 

Founder. — Lothrop,  Thomas.  Honorary  Professor  of  Obstetrics, 
Medical  Department  University  of  Buffalo;  Director  of  the  Woman's 
Hospital ;  Physician  to  St.  Francis's  Hospital ;  Consulting  Physician 
to  the  Hospital  of  the  Sisters  of  Charity  and  to  the  Providence  Retreat 
for  the  Insane.    153  Delaware  Avenue,  Buffalo,  N.  Y. 

1896. — Lyons,  John  Alexander,  M.D.  Instructor  in  Gynecology 
at  the  Post-Graduate  Medical  School ;  Gynecologist  and  Lecturer  to 
Nurses  at  the  Chicago  Hospital.    4118  State  Street,  Chicago,  111. 

1891.  — Macdonald,  Willis  Goss,  M.D.  Lecturer  on  Operative 
Surgery  and  Instructor  in  Abdominal  Surgery  in  Albany  Medical  Col- 
lege ;  Surgeon  to  the  Out-door  Department  of  the  Albany  Hospital. 
27  Eagle  Street,  Albany,  N.Y. 

1891.— *McCann,  James,  M.D.    Pittsburg,  Pa.,  1893. 

1898— McCann,  Thomas,  M.D.  Professor  of  Surgery,  etc.,  West- 
ern Pennsylvania  Medical  College ;  Visiting  Surgeon,  Western  Penn- 
sylvania Hospital.    3745  Centre  Street,  Pittsburg,  Pa. 
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1894. — McGuire,  Edward,  M.D.  Professor  of  Gynecology  in  the 
University  College  of  Medicine ;  Gynecologist  to  the  Virginia  Hos- 
pital ;  Member  of  the  Southern  Surgical  and  Gynecological  Associa- 
tion.   216  East  Franklin  Street,  Richmond,  Va. 

Founder. — McMurtry,  Lewis  Samuel,  A.M.,  M.D.  Professor  of 
Gynecology  in  the  Hospital  College  of  Medicine  ;  Gynecologist  to  Sts. 
Mary  and  Elizabeth  Hospital ;  Fellow  of  the  Edinburgh  Obstetrical 
Society  ;  Fellow  of  the  British  Gynecological  Society  ;  Corresponding 
Member  of  the  Obstetrical  Society  of  Philadelphia  and  of  the  Gyne- 
cological Society  of  Boston  ;  Member  (President,  1891)  of  the  Southern 
Surgical  and  Gynecological  Association.  Executive  Council,  1891-'92> 
1895-'99  ;  President,  1893.    1912  Sixth  Street,  Louisville,  Ky. 

Founder.— Manton,  Walter  Porter,  M.D.  Professor  of  Clinical 
Gynecology  and  Adjunct  Professor  of  Obstetrics,  Detroit  College  of 
Medicine  ;  Gynecologist  to  Harper  Hospital  and  the  Eastern  Michigan 
Asylum  for  the  Insane ;  Vice-President  of  Medical  Board  of  the 
Woman's  Hospital  and  Foundlings'  Home ;  Consulting  Gynecologist 
to  the  Northern  Michigan  Asylum,  and  St.  Joseph's  Retreat ;  Gynecic 
Surgeon  to  the  House  of  the  Good  Shepherd  ;  President  of  the  Detroit 
Academy  of  Medicine,  1892-'94 ;  President  of  the  Detroit  Gyneco- 
logical Society,  1890 ;  Fellow  of  the  British  Gynecological  Society ; 
Fellow  of  the  Royal  Microscopical  Society,  and  of  the  Zoological 
Society  of  London.  Vice-President,  1894.  32  Adams  Avenue,  W. 
Detroit,  Mich. 

1898. — Martin,  Thomas  Charles,  M.D.  Lecturer  on  Diseases  of 
the  Rectum,  Cleveland  College  of  Physicians  and  Surgeons.  1077 
Prospect  Street,  Cleveland,  O. 

Founder. — Maxwell,  Thomas  Jefferson,  M.D.  Professor  of  the 
Principles  and  Practice  of  Surgery  and  Surgical  Clinics  in  the  Keokuk 
Medical  College  ;  Surgeon  to  St.  Joseph's  Hospital.  727  North  Ninth 
Street,  Keokuk,  Iowa. 

1893.— *Michael,  Jacob  Edwin,  A.M.,  M.D.  Baltimore,  Mary- 
land, 1895. 

Founder. — Miller,  Aaron  Benjamin,  M.D.  Professor  of  Gyne- 
cology in  the  Medical  Department  of  Syracuse  University  ;  Gynecolo- 
gist to  St.  Joseph's  Hospital,  House  of  the  Good  Shepherd  and  Dispen- 
sary.   Vice-President,  1899.   326  Montgomery  Street,  Syracuse,  N.  Y. 

1896. — *Mooney,  Fletcher  D.,  M.D.    St.  Louis,  Mo.,  1897. 

1890. — Morris,  Robert  Tuttle,  A.M.,  M.D.    Instructor  in  Sur- 
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gery  in  the  New  York  Post-Graduate  Medical  School  and  Hospital. 
Vice-President,  1892.    49  West  Thirty-ninth  Street,  New  York,  N.  Y. 

Founder. — Moses,  Gratz  Ashe,  M.D.    (See  Honorary  Fellows.) 

1894.— Murphy,  John  Benjamin,  A.M.,  M.D.  Professor  of  Sur- 
gery in  the  College  of  Physicians  and  Surgeons  and  in  the  Post-Grad- 
uate  Medical  College  ;  Attending  Surgeon  to  the  Cook  County  Hospital 
and  to  Alexander  Hospital.  Residence,  3152  Michigan  Avenue ; 
Office,  400  Reliance  Building,  100  State  Street,  Chicago,  111. 

Founder.— Myers,  "William  Herschel,  M.D.  Professor  of  Clin- 
ical and  Abdominal  Surgery,  Fort  Wayne  College  of  Medicine ;  Sur- 
geon to  St.  Joseph's  Hospital ;  Member  of  the  American  and  the 
British  Medical  Associations ;  Member  of  the  Pathological  Society  of 
London  ;  Member  of  the  International  Congress  of  Gynecologists 
and  Obstetricians ;  Member  of  the  Chicago  Medical  Society.  Vice- 
President,  1890.    157  West  Wayne  Street,  Fort  Wayne,  Indiana. 

1897.  — Nichols,  William  R.,  M.D.    Markham,  Ont.,  Canada. 

1896. — Noble,  George  Henry,  M.D.  Gynecologist  to  the  Grady 
Hospital ;  Secretary  of  the  Section  of  Obstetrics  and  Gynecology, 
American  Medical  Association,  1897 ;  Member  of  the  Southern  Sur- 
gical and  Gynecological  Association.  186  South  Pryor  Street,  Atlanta, 
Ga. 

1889.  — Paine,  John  Fannin  Young,  M.D.  Professor  of  Obstet- 
rics and  Gynecology  in  the  School  of  Medicine,  University  of  Texas ; 
Obstetrician  and  Gynecologist  to  the  John  Sealy  Hospital ;  President 
of  the  Texas  State  Medical  Association,  1888  ;  Vice-President  of  the 
Section  of  Public  and  International  Hygiene  in  the  Ninth  Interna- 
tional Medical  Congress  :  Member  of  the  American  Medical  Associa- 
tion and  of  the  Southern  Surgical  and  Gynecological  Association. 
S.  E.  corner  Broadway  and  Twenty-sixth  Street,  Galveston,  Texas. 

1890.  — Pearson,  William  Libbey,  M.D.  713  Union  Street, 
Schenectady,  N.  Y. 

1891.  — Peck,  George  Sherman,  M.D.  Consulting  Surgeon  to  the 
Youngstown  City  Hospital.  Vice-President,  1896.  26  West  Federal 
Street,  Youngstown,  Ohio. 

1898.  — Porter,  Miles  F.,  M.D.  Ex-President  Indiana  State 
Medical  Society.    47  West  Wayne  Street,  Fort  Wayne,  Indiana. 

Founder. — Potter,  William  Warren,  M.D.  Consulting  Gyne- 
cologist to  the  Woman's  Hospital ;  Examiner  in  Obstetrics,  New  York 
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State  Medical  Examining  and  Licensing  Board  ;  Chairman  of  Section 
of  Obstetrics  and  Diseases  of  Women,  American  Medical  Association, 
1890 ;  President  of  the  Buffalo  Obstetrical  Society,  1884-'86 ;  Mem- 
ber of  the  Southern  Surgical  and  Gynecological  Association  ;  President 
of  the  Medical  Society  of  the  State  of  New  York,  1891  ;  Executive 
President  of  the  Section  of  Gynecology  and  Abdominal  Surgery,  Pan- 
American  Medical  Congress,  1893.  Secretary,  1888-'99.  284  Franklin 
Street,  Buffalo,  N.Y. 

1891.— *Praeger,  E.  Arnold,  M.D.    Los  Angeles,  Cal.,  1898. 

Founder. — Price,  Joseph,  M.D.  Physician-in-Charge  of  the  Ob- 
stetrical and  Gynecological  Department  of  the  Philadelphia  Dispen- 
sary ;  Member  of  the  Southern  Surgical  and  Gynecological  Associa- 
tion ;  Honorary  Fellow  of  the  Medical  Society  of  the  State  of  New 
York  ;  Honorary  Fellow  of  the  South  Carolina  Medical  Society  ;  Hon- 
orary Fellow  of  the  Virginia  Medical  Society ;  Member  of  the  British 
Gynecological  Association  and  of  the  Edinburgh  Obstetrical  Society. 
Executive  Council,  1894-95 ;  President,  1896.  241  North  Eighteenth 
Street,  Philadelphia,  Pa. 

Founder. — Reed,  Charles  Alfred  Lee,  A.M.,  M.D.  Professor 
of  Gynecology  and  Abdominal  Surgery  in  the  Cincinnati  College  of 
Medicine  and  Surgery  and  in  the  AVoman's  Medical  College  of  Cin- 
cinnati ;  Surgeon  to  the  Cincinnati  Free  Surgical  Hospital  for  Women  ; 
Secretary-General  of  the  First  Pan-American  Medical  Congress,  1893  ; 
Member  of  the  Southern  Surgical  and  Gynecological  Association. 
Executive  Council,  1890-'97  ;  President,  1898.  St.  Leger  Place,  Cin- 
cinnati, Ohio. 

1896. — Rhett,  Robert  Barnwell,  Jr.,  M.D.  Dean  and  Profes- 
sor of  Gynecology  and  Abdominal  Surgery  at  the  Charleston  Medical 
School ;  Gynecologist  to  St.  Francis  Xavier's  Infirmary  ;  Surgeon  to 
the  City  Hospital.    109  Cannon  Street,  Charleston,  S.  C. 

1890. — Ricketts,  Edwin,  M.D.  Professor  of  Abdominal  Surgery 
and  Gynecology  at  the  Cincinnati  Polyclinic;  Member  of  the  Ameri- 
can and  British  Medical  Associations ;  Member  of  the  Southern  Sur- 
gical and  Gynecological  Association.  Vice-President,  1899.  415  Broad- 
way, Cincinnati,  Ohio. 

1889. — Rohe,  George  Henry,  M.D.  Professor  of  Materia  Medica, 
Hygiene,  and  Mental  Diseases  in  the  College  of  Physicians  and  Sur- 
geons ;  Superintendent  of  the  Maryland  Hospital  for  the  Insane ; 
Member  of  the  Southern  Surgical  and  Gynecological  Association. 
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Vice-President,  1891  ;  Executive  Council,  1892-93  ;  President,  1894. 
Sykesville,  Md. 

1892. — Rosenwasser,  Marcus,  M.D.  Dean  and  Professor  of  Dis- 
eases of  Women  and  Abdominal  Surgery  in  the  University  of  Woos- 
ter  ;  Gynecologist  to  the  Cleveland  Hospital  for  Women  and  Children  ; 
Consulting  Gynecologist  to  the  City  Hospital ;  Member  of  the  Ameri- 
can Medical  and  Ohio  State  Medical  Association.  722  Woodland 
Avenue,  Cleveland,  Ohio. 

1890.— Ross,  James  Frederick  William,  M.D.,  L.R.C.P.  (Eng.). 
Gynecologist  to  the  Toronto  General  Hospital ;  Surgeon  to  the  Woman's 
Hospital ;  Lecturer  in  Clinical  Gynecology  at  the  University  of  Toronto. 
Executive  Council,  1892-96  ;  President,  1897.  481  Sherburne  Street, 
Toronto,  Ont.,  Canada. 

1895. — Sellman,  William  Alfred  Belt.  M.D.  Professor  of  the 
Diseases  of  Women  and  Children  at  the  Baltimore  University  School 
of  Medicine ;  Member  of  the  Medical  and  Chirurgical  Faculty  of 
Maryland  ;  also  the  Baltimore  Medical  and  Surgical  Association  ;  the 
Gynecological  and  Obstetrical  Association  of  Baltimore ;  the  Clinical 
Society  ;  the  Baltimore  Journal  Club ;  the  American  Medical  Associ- 
ation, etc.    5  East  Biddle  Street,  Baltimore,  Md. 

1890.  — Sexton,  John  Chase,  A.M.,  M.D.  Executive  Council,  1894  ; 
Vice-President,  1897.    Rushville,  Indiana. 

1889. — Seymour,  William  Wotkyns,  A.B.,  M.D.  Professor  of 
Gynecology  in  the  University  of  Vermont ;  formerly  House  Surgeon 
of  the  Boston  City  Hospital ;  Member  of  the  American  Medical  Asso- 
ciation ;  Fellow  of  the  New  York  State  Medical  Association  ;  Member 
of  the  British  Medical  Association.  Executive  Council,  1892-'93. 
105  Third  Street,  Troy,  N.  Y. 

1891.  — Smith,  Charles  North,  M.D.  Professor  of  Obstetrics  and 
Clinical  Gynecology  in  the  Toledo  Medical  College ;  Gynecologist  to 
St.  Vincent's  Hospital.    1921  Franklin  Avenue,  Toledo,  Ohio. 

1895. — Steele,  Daniel  Atkinson  King,  M.D.  President  and 
Professor  of  the  Principles  and  Practice  of  Surgery  at  the  College  of 
Physicians  and  Surgeons ;  Attending  Surgeon  at  the  Chicago,  Wesley, 
and  Post-Graduate  Hospitals ;  Consulting  Surgeon  at  the  Palmer 
Memorial  Hospital,  Janesville,  Wis.  2920  Indiana  Avenue,  Chicago, 
111. 

Founder. — Storrs,  Melanctiion,  A.M.,  M.D.   Attending  Surgeon 
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to  the  Hartford  Hospital ;  President  Connecticut  State  Medical  Soci- 
ety.   Executive  Council,  1888-'89.    91  Ann  Street,  Hartford,  Conn. 

1894. — Stover,  Charles,  M.D.  31  Division  Street,  Amsterdam, 
N.  Y. 

1894.— Tappey,  Ernest  Taylor,  A.M.,  M.D.  Clinical  Professor 
of  Surgery  in  the  Detroit  College  of  Medicine ;  Surgeon  to  Harper 
Hospital.    270  Woodward  Avenue,  Detroit,  Mich. 

1894.  — Taylor,  Hugh  McGuire,  M.D.  Professor  of  the  Practice 
of  Surgery  in  the  University  College  of  Medicine,  Richmond,  Va. ; 
Member  of  the  Surgical  Staff  of  the  Virginia  Hospital,  Richmond, 
Va. ;  Ex-President  of  the  Medical  Examining  Board  of  Virginia  ; 
Ex-President  of  the  Richmond  Medical  and  Surgical  Society  ;  Member 
of  the  American  Medical  Association  ;  Member  of  the  Southern  Sur- 
gical and  Gynecological  Association  ;  Member  of  the  National  Asso- 
ciation of  Railway  Surgeons.    6  North  Fifth  Street,  Richmond,  Va. 

1890. — Thomas,  George  Gillett,  M.D.  Ex-President  Medical 
Society  of  the  State  of  North  Carolina.    Wilmington,  N.  C. 

1898. — Thomas,  Joseph  Dio,  M.D.  Surgeon  to  the  South  Side 
Hospital.    77-79  South  Thirteenth  Street,  Pittsburg,  Pa. 

1895.  — Thompson,  Prank  Daniel,  M.D.  Professor  of  Gynecology 
in  the  Medical  Department  of  Fort  Worth  University.  412  Adams 
Street,  Fort  Worth,  Texas. 

1895. — Tompkins,  Christopher,  M.D. ,  Ph.D.  Professor  of  Obstet- 
rics and  Dean  of  the  Medical  College  of  Virginia;  Obstetrician  to  the 
Old  Dominion  Hospital ;  Member  of  the  Southern  Surgical  and  Gyne- 
cological Association.    116  East  Franklin  Street,  Richmond,  Va. 

Founder. — *Townsend,  Franklin,  A.M.,  M.D.  Albany,  N.  Y., 
1895. 

Founder. — Vander  Veer,  Albert,  A.M.,  M.D. ,  Ph.D.  Professor 
of  Didactic,  Clinical,  and  Abdominal  Surgery  in  the  Albany  Medical 
College  ;  Attending  Surgeon  to  the  Albany  Hospital ;  Consulting  Sur- 
geon to  St.  Peter's  Hospital ;  Fellow  of  the  American  Surgical  Associ- 
ation ;  Fellow  of  the  British  Gynecological  Society  ;  Member  of  the 
Southern  Surgical  and  Gynecological  Association ;  Corresponding 
Member  of  the  Boston  Gynecological  Society.  Executive  Council, 
1889-'91,  1895-'99  ;  President,  1892.    28  Eagle  Street,  Albany,  N.  Y. 
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1891. — Walker,  Edwin,  M.D.,  Ph.D.  Gynecologist  to  the  Evans- 
ville  City  Hospital ;  President  of  the  Indiana  State  Medical  Society, 
1892;  Member  of  the  American  Medical  Association,  and  of  the 
Mississippi  Valley  Medical  Association  ;  Member  of  the  Southern  Sur- 
gical and  Gynecological  Association.  427  Upper  Third  Street,  Evans- 
ville,  Indiana. 

1889.— Wenning,  William  Henry,  A.M.,  M.D.  Professor  of 
Obstetrics  in  the  Woman's  Medical  College ;  Gynecologist  to  St.  Mary's 
Hospital.    722  Laurel  Street,  Cincinnati,  Ohio. 

Founder. — Werder,  Xavier  Oswald,  M.D.  Professor  of  Gyne- 
cology at  the  Western  Pennsylvania  Medical  College  (Medical  Depart- 
ment, University  of  Western  Pennsylvania) ;  Consulting  Gynecologist 
at  the  Allegheny  General  Hospital ;  Gynecologist  to  the  Mercy  Hos- 
pital and  Pittsburg  Free  Dispensary ;  Obstetrician  to  the  Roselia 
Maternity  Hospital ;  Consulting  Gynecologist  to  St.  Francis's  Hos- 
pital ;  Consulting  Surgeon  to  the  South  Side  Hospital.  Treasurer, 
1888-'99.    524  Penn  Avenue,  Pittsburg,  Pa. 

1896.  — Westmoreland,  Willis  Foreman,  Professor  of  Surgery 
at  the  Atlanta  Medical  College.  Equitable  Building,  Atlanta,  Georgia. 

1895. — Wheaton,  Charles  Augustus,  M.D.  Professor  of  Clin- 
ical Surgery  in  the  University  of  Minnesota.  301  Summit  Avenue, 
St.  Paul,  Minn. 

1897.  — Whitbeck,  John  W.,  M.D.  Gynecologist  to  the  Rochester 
City  Hospital ;  Commissioner  of  the  Board  of  Health.  322  East 
Avenue,  Rochester,  N.  Y. 

1897. — Williams,  Henry  T.,  M.D.  Attending  Surgeon,  City  Hos- 
pital ;  Attending  Surgeon,  St.  Mary's  Hospital ;  Attending  Surgeon, 
Monroe  County  Penitentiary  ;  Consulting  Surgeon  to  the  Home  for  the 
Friendless.    52  Clinton  Place,  Rochester,  Is .  Y. 

Founder. — Wright,  Adam  Henry,  B.A.,  M.D.  30  Gerrard  Street, 
East,  Toronto,  Out.,  Canada.    Transferred  to  Corresponding  List. 

Total,  one  hundred  and  five  Ordinary  Fellows. 


MINUTES  OF  THE  PROCEEDINGS 

AT  THE 

ELEVENTH  ANNUAL  MEETING 

OF  THE 

AMERICAN  ASSOCIATION 

OF 

OBSTETRICIANS  AND  GYNECOLOGISTS, 
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ROSS,  JAMES  F.  W  Toronto. 

THOMAS,  JOSEPH  D  Pittsburg. 

WERDER,  XAVIER  O  Pittsburg. 

Total,  thirty-six  Fellows. 

Letters  or  messages  of  regret  were  received  from  the  following- 
named  Fellows : 

Honorary. — A.  Cordes,  W.  A.  Freund,  G.  Leopold,  H.  T.  Machell 
(corresponding),  August  Martin,  Max  Sanger,  George  M.  Sternberg, 
and  F.  von  Winckel. 

Ordinary. — Clinton  dishing,  Albert  Goldspohn,  J.  D.  Griffith,  H. 
E.  Hayd,  H.  D.  Ingraham,  James  T.  Jelks,  George  Ben.  Johnston, 
Walter  P.  Manton,  Robert  T.  Morris,  William  H.  Myers,  William  A. 

B.  Sellman,  William  W.  Seymour,  A.  Vander  Veer,  Edwin  Walker, 
A.  H.  Wright. 

Upon  recommendation  of  the  Executive  Council,  the  following-named 
physicians  were  invited  to  participate  in  the  proceedings : 

T.  M.  McKennan,  W.  T.  English,  Thomas  A.  Joyce,  F.  S.  Simpson, 
G.  W.  Hiett,  J  J.  Rechtenwald,  John  J.  Green,  J.  S.  Connell,  William 
S.  Foster,  Thomas  D.  Davis,  J.  P.  Kerr,  Otto  C.  Gaub,  J.  E.  Davidson, 
George  W.  McNeil,  C.  E.  Van  Home,  J.  H.  Williamson,  L.  F.  Ankrim, 
A.  L.  Devine,  E.  B.  Borland,  J.  Wolf,  Robert  C.  Clarke,  W.  C.  Foster, 
G.  B.  Sweeney,  Charles  H.  Hertzog,  J.  W.  Riggs,  E.  S.  Montgomery, 
K.  I.  Sanes,  and  Mills  Jones,  of  Pittsburg  ;  Charles  L.  Ill,  Newark, 
N.  J. ;  Archer  Babcock,  Syracuse  ;  Mrs.  J.  A.  Wiley,  Washington,  Pa.  ; 
Alfred  C.  Smith,  Hazelwood,  Pa.;  F.  C.  Leavitt,  Allegheny,  Pa.;  D. 

C.  Engle,  New  Sheffield,  Pa. ;  William  S.  Stewart,  Braddock,  Pa. ;  F. 
M.  Hayd,  Allegheny,  Pa. ;  B.  H.  Vankirk,  West  Newton,  Pa. ;  Mont- 
gomery Linville,  New  Castle,  Pa. ;  W.  Wilson  Spargo,  Wheeling,  W. 
Va. ;  J.  W.  Porter,  Allegheny,  Pa. ;  William  S.Stewart,  Philadelphia  ; 
C.  H.  Hitzrot,  McKeesport,  Pa. ;  William  D.  Porter,  Cincinnati ;  H. 
A.  Hutchinson,  Dixmont,  Pa. ;  H.  McVicker  Smith,  Olean,  N.  Y.,  and 
G.  W.  Cohn,  New  York  City. 

Hon.  Walter  Lyon,  of  Allegheny,  Lieutenant-Governor  of  Penn- 
sylvania, was  also  accorded  the  privilege  of  the  floor. 

First  Day. —  Tuesday,  September  20th. 

Morning  Session. — The  Association  met  in  the  Banquet  Hall  of  the 
Monongahela  House,  and  was  called  to  order  by  the  President,  Dr. 
Charles  A.  L.  Reed,  of  Cincinnati,  at  9.50  o'clock. 

Dr.  John  Milton  Duff,  of  Pittsburg,  Chairman  of  the  Committee  of 
Arrangements,  delivered  an  address  of  welcome  on  behalf  of  the 
medical  profession  of  Pittsburg. 
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remarks  by  dr.  duff. 

Mr.  President  and  Fellows  of  the  American  Association 
of  Obstetricians  and  Gynecolgists  :  You  will  agree  with  me,  after 
you  have  heard  the  warm  and  eloquent  welcome  of  Governor  Lyon,  that 
no  words  of  mine  in  addition  to  those  he  shall  utter  will  be  necessary 
to  show  you  that  you  are  welcome  to  our  city  and  to  our  State.  On 
behalf  of  the  profession  of  Pittsburg,  however,  it  gives  me  great  pleas- 
ure to  welcome  you  to  our  midst.  We  hope  your  stay  with  us  here 
will  be  pleasant  and  profitable.  Everything  in  our  power  will  be  done 
to  make  your  stay  agreeable.  You  will  find  the  profession  of  Pitts- 
burg warm-hearted,  and,  if  I  may  be  pardoned  for  saying  so,  I  believe 
they  are  a  representative  body  of  medical  men.  Perhaps  in  no  city  in 
the  country  is  there  so  much  unity  of  purpose,  so  much  good  feeling 
among  the  medical  profession  as  there  is  in  the  City  of  Pittsburg. 
We  are  somewhat  proud  of  our  profession  here  on  account  of  its  his- 
tory. This  city  has  been  the  home  of  a  McCook,  a  Dixon,  a  Bruce, 
a  McConnell,  and  a  whole  line  of  men  whose  fame  was  considerably 
more  than  local  in  their  day,  when  to  have  a  reputation  far-reaching 
was  much  more  difficult  than  it  is  now.  During  your  stay  here  our 
hospitals  will  be  open  for  your  inspection.  The  trustees  of  all  of  them 
will  be  glad  to  have  you  enter  and  inspect  them.  Opportunities  will 
be  given  for  clinics,  of  which  no  doubt  you  will  afford  the  local  medical 
profession  the  benefit. 

I  now  take  great  pleasure  in  introducing  to  you  Lieutenant-Gover- 
nor Walter  Lyon,  who  will  deliver  an  address  of  welcome  for  the  State 
of  Pennsylvania  and  the  City  of  Pittsburg. 

ADDRESS  BY  LIEUTENANT-GOVERNOR  LYON. 

Mr.  President  and  Gentlemen  :  I  stand  greatly  embarrassed  in 
the  midst  of  so  many  learned  doctors ;  I  am  the  more  impressed  when 
I  know  you  are  able  to  pronounce  these  many  unpronounceable  names 
which  I  observe  upon  your  program.  I  feel  somewhat  like  the  subject 
of  a  clinic ;  I  can  now  understand  all  the  horrors  which  one  must  feel 
when  he  approaches  the  operating-table.  The  applause  of  the  multi- 
tude goes  out  to  the  heroes  of  Manila  and  Santiago,  and  we  hold  in 
grateful  reverence  the  medical  men  and  women  who  have  exposed 
their  lives  in  caring  for  the  sick  and  wounded  upon  the  field  of  battle. 
In  the  still  hour  of  the  night,  when  our  dear  one  is  stricken  down, 
and  we  are  afraid  the  shadow  of  death  is  entering  the  portal  of  our 
home,  it  is  the  physician  who  enters  and  succors  the  clear  one  upon 
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whom  all  our  hopes  are  centred.  The  man  who  gives  up  the  quiet 
life  of  the  business  man,  the  man  who  is  willing  to  go  out  at  all  hours 
of  the  day  and  all  hours  of  the  night  to  succor  the  sick  and  save  the 
dying  in  all  weathers,  is  the  man  above  all  professions  whom  we  hold 
in  the  highest  regard  and  esteem.  But  the  man  who  makes  a  specialty 
of  the  special  subjects  which  you  are  called  here  today  to  consider ; 
the  man  who  is  able  to  save,  care  for,  and  cure  those,  the  noblest  of  all 
beings,  who  take  their  lives  in  their  hands  and  undergo  all  the  horrors 
of  travail  and  its  subsequent  diseases,  that  they  may  enter  the  glorious 
and  high  state  of  motherhood,  is  the  man  that  has  our  greatest  admira- 
tion in  all  professions  and  all  callings,  and  a  man  to  whom  we  owe 
our  greatest  reverence  for  his  assistance  to  those  beloved  of  all  crea- 
tures of  God.  (Applause.) 

A  very  eminent  Pennsylvanian,  at  the  laying  of  the  corner-stone  of 
the  State  Capitol  a  few  weeks  ago,  said  the  State  of  Pennsylvania 
was  an  empire  in  extent,  by  courtesy  called  a  State.  In  the  name  of 
the  many  millions  of  intelligent  people  of  this  grand  Commonwealth 
I  welcome  you  this  morning  to  its  confines.  A  third  of  a  century  ago 
Abraham  Lincoln  passed  through  Allegheny  City.  We  have  grown 
prosperous  and  have  grown  still  greater  since  then,  and  are  almost  a 
State,  and  in  the  name  of  the  many  thousands  of  toilers,  intelligent 
people,  and  seekers  after  truth  and  knowledge,  in  these  two  great 
cities  of  ours — Pittsburg  and  Allegheny — I  welcome  you  this  morning 
to  them.  I  hojie  your  stay  among  us  will  be  pleasant ;  I  hope  your 
meetings  may  be  profitable.    (Hearty  applause.) 

RESPONSE  BY  THE  PRESIDENT. 

Governor  Lyon  and  Dr.  Duff  :  Permit  me  as  the  executive 
officer  of  this  Association  to  return  our  profoundest  thanks  for  your 
cordial  words  of  welcome.  We  have  come  to  your  city,  already 
grown  great  and  prosperous,  not  only  in  a  commercial  and  manufac- 
turing sense,  but  in  a  scientific  sense  as  well.  We  have  come  here 
not  only  on  account  of  a  sense  of  enthusiasm,  but  to  gather  new 
thoughts,  and  we  are  prompted  by  that  spirit  of  devotion  to  our  call- 
ing which  shall  insure  still  greater  results  in  the  future.  We  appre- 
ciate the  magnitude  of  your  State ;  we  appreciate  the  great  contribu- 
tions it  has  made  to  the  science  to  which  we  ourselves  have  devoted 
and  consecrated  our  lives.  We  beg  leave  to  assure  you  that  we 
shall  make  ourselves  entirely  at  home  beneath  your  fig-tree.  We  are 
here,  as  we  go  elsewhere,  for  the  purpose  of  work  ;  but  while  we  are 
devoted  in  our  industry,  we  nevertheless  can  snatch  an  occasional 
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moment  for  the  enjoyment  of  that  hospitality  which  we  are  perfectly 
sure  awaits  us  here.    Again  I  thank  you.    (Loud  applause.) 
Papers  were  then  read  as  follows  : 

1.  "  Some  Complications  Following  Vaginal  Hystero-salpingo- 
oophorectomy  in  Pelvic  Suppuration,  with  Remarks  on  the  Objec- 
tions to  this  Operation,"  by  Dr.  Frederick  Blume,  of  Allegheny,  Pa. 

The  discussion  on  this  paper  was  opened  by  Dr.  Price  and  con- 
tinued by  Drs.  Ricketts,  Hall,  Cumston,  Ross,  Dunning,  Dunn, 
Davis,  Reed,  Miller,  Carstens,  and  was  closed  by  the  essayist. 

The  Association  then  took  a  recess  until  3  p.m. 

Afternoon  Session,  3  o'clock. 
The  President  in  the  Chair. 

2.  "  Operative  Technique  for  Intraligamentous  Ovarian  Cystoma," 
by  Dr.  D.  Tod  Gilliam,  of  Columbus,  Ohio. 

Discussed  by  Drs.  Ill,  Price,  Hall,  Dunning,  Davis,  and  in  closing 
by  Dr.  Gilliam. 

3.  "  Septic  Infection  of  Ovarian  Cystoma,"  by  Dr.  Charles  Greene 
Cumston,  of  Boston,  Mass. 

Discussed  by  Drs.  Price  and  Dunn. 

4.  "  A  Second  Paper  on  the  Surgical  Treatment  of  Intussuscep- 
tion in  Infants,  with  Cases,"  by  Dr.  Henry  Howitt,  of  Guelph, 
Ontario. 

Discussed  by  Drs.  Reed,  Price,  Davis,  Hall,  Duff,  Cumston,  and 
the  discussion  closed  by  the  essayist. 

On  motion,  the  Association  took  a  recess  until  8  p.m. 

Evening  Session,  8  o'clock. 

The  Vice-President,  Dr.  Walter  B.  Dorsett,  in  the  Chair. 

5.  "Nursing  in  Abdominal  Surgery,"  by  Dr.  Joseph  Price,  of 
Philadelphia,  Pa. 

Discussed  by  Drs.  Dunn,  Cumston,  Chase,  Duff,  Carstens,  Dunning, 
and  in  closing  by  Dr.  Price. 

On  motion,  the  Association  took  a  recess  until  9.30  a.m.,  Wednes- 
day. 

Second  Day. —  Wednesday,  September  2\st. 

Morning  Session,  9.30  o'clock. — The  President  in  the  Chair. 

6.  "  Extra-uterine  Pregnancy,  with  Specimen  ;  Mature  Fetus;  Re- 
mains borne  Seventeen  Years  over  Completion  of  Gestation  Term; 
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Condition  Eventually  Fatally  Complicated  by  Ovarian  Cystoma,"  by 
Dr.  William  J.  Asdale,  of  Pittsburg,  Pa. 

Discussed  by  Dr.  McMurtry,  and  in  closing  by  the  essayist. 

7.  "  Remarks  on  Primitive  Amenorrhoea,  with  Report  of  a  Case 
and  Presentation  of  Accompanying  Pathological  Specimen,"  by  Dr. 
Walter  B.  Chase,  of  Brooklyn,  N.  Y. 

Discussed  by  Drs.  Cumston,  Gilliam,  Miller,  and  the  discussion 
closed  by  the  essayist. 

Pathological  specimens  and  photographs  were  exhibited  and  cases 
reported  by  Drs.  John  B.  Deaver,  X.  O.  Werder,  William  H.  Humis- 
ton,  Rufus  B.  Hall,  John  M.  Duff,  and  were  discussed  by  Drs.  Rick- 
etts,  Dorsett,  Hall,  Deaver,  Ross,  Rosenwasser,  Price,  Humiston,  and 
the  discussion  closed  by  Dr.  Werder. 

On  motion,  the  Association  took  a  recess  until  3  p.m. 

Afternoon  Session,  3  o'clock. 

The  Vice-President,  Dr.  Dorsett,  in  the  Chair. 

8.  "The  Evolution  of  Specialism,"  by  the  President,  Dr.  Charles 
A.  L.  Reed,  of  Cincinnati,  Ohio. 

On  motion  of  Dr.  Carstens,  a  vote  of  thanks  was  extended  to  the 
President  for  his  excellent  address. 

On  motion,  the  Association  took  a  recess  until  Thursday,  9.30  a.m. 

Thikd  Day. — Thursday,  September  22d. 

Morning  Session,  9.30  o'clock. — The  President  in  the  Chair. 

9.  "  Treatment  of  Granular  Erosion  of  the  Cervix  by  Ligation  of 
the  Cervical  Vessels,"  by  Dr.  D.  Tod  Gilliam,  of  Columbus,  Ohio. 

Discussed  by  Drs.  Cumston,  111,  Chase,  Rosenwasser,  Ricketts,  Dor- 
sett, Davis,  and  the  discussion  closed  by  the  essayist. 

On  motion  of  Dr.  Ricketts,  Dr.  Porter,  of  Cincinnati,  was  extended 
the  privileges  of  the  floor. 

Dr.  McMurtry  exhibited  a  pathological  specimen  which  he  had 
removed  from  a  patient  the  day  before. 

Remarks  on  the  specimen  were  made  by  Drs.  Ricketts,  Dorsett,  and 
Gilliam. 

10.  "  Relation  of  Nervous  Affections  to  Diseases  of  the  Female 
Pelvic  Organs,"  by  Dr.  B.  Sherwood-Dunn,  of  Boston,  Mass. 

11.  "  Graver  Forms  of  Nerve  Disturbance  due  to  Organic  Changes 
in  the  Genital  Organs,"  by  Dr.  William  H.  Humiston,  of  Cleveland, 
Ohio. 

These  two  papers  were  discussed  conjointly  by  Drs.  Davis,  McMurtry, 
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Reed,  Duff,  Gilliam,  Carstens,  and  the  discussion  closed  by  the 
essayists. 

On  motion,  the  Association  took  a  recess  until  3  p.m. 

Afternoon  Session,  3  o'clock. 

The  Vice-President,  Dr.  Dorsett,  in  the  Chair. 

12.  "  Albuminuria  Complicating  Gynecological  Operations,"  by  Dr. 
Rufus  B.  Hall,  of  Cincinnati,  Ohio. 

This  paper  was  discussed  by  Drs.  Chase,  Cumston,  Dunn,  Porter, 
Ricketts,  Davis,  Gilliam,  Blume,  Dorsett,  and  the  discussion  closed 
by  Dr.  Hall. 

13.  "  Clinical  Observations  Based  on  Over  Oue  Hundred  Abdom- 
inal Sections  for  Ovarian  Cystoma,"  by  Dr.  X.  O.  Werder,  of  Pitts- 
burg, Pa. 

This  paper  was  discussed  by  Drs.  Ross,  McMurtry,  Hall,  Gilliam, 
and  the  discussion  closed  by  the  author  of  the  paper. 

14.  "A  Case  of  Double  Uterus  and  Vagina,  with  Pregnancy  in 
One  Horn ;  Excision  of  Vaginal  Septum,"  by  Dr.  Frederick  Blume, 
of  Allegheny,  Pa. 

The  following  papers  were  read  by  title  and  ordered  published  in 
the  Transactions  : 

1.  "  Why  Vagino-fixation,  Ventro-fixation,  and  Ventro-suspension 
of  the  Uterus  Should  be  Avoided  in  Women  who  Retain  a  Probable 
Capacity  for  Conception,  and  Only  Exceptionally  Chosen  in  Others," 
by  Dr.  A.  Goldspohn,  of  Chicago. 

2.  "  Recent  Experiences  with  the  Alexander  Operation,"  by  Dr. 
H.  E.  Hayd,  of  Buffalo. 

3.  "  Surgical  Treatment  of  Morbid  Conditions  Involving  the  Broad 
Ligaments,"  by  Dr.  Augustus  P.  Clarke,  of  Cambridge. 

4.  "  Treatment  of  Endometritis,"  by  Dr.  William  A.  B.  Sellman, 
of  Baltimore. 

5.  "  Does  the  General  Practitioner  Accord  that  Confidence  to  the 
Surgical  Treatment  of  Uterine  Fibroids  which  our  Present  Success 
Justifies?"  by  Dr.  A.  Vander  Veer,  of  Albany. 

6.  "Organization  of  Major  Operations  in  Private  Practice,"  by 
Dr.  W.  G.  Macdonald,  of  Albany. 

7.  "  Some  Facts  in  Regard  to  Uterine  Fibroids,"  by  Dr.  Henry  D. 
Ingraham,  of  Buffalo. 

The  Executive  Council  then  presented  the  following  resolutions, 
which  were  unanimously  adopted  : 

Resolved,  That  the  thanks  of  the  Association  be  and  are  hereby 
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tendered  to  the  local  Committee  of  Arrangements — Dr.  John  Milton 
Duff,  Chairman  ;  Dr.  W.  J.  Asdale,  Secretary ;  Dr.  X.  O.  Wer- 
der,  Dr.  F.  Blume,  and  their  associates — for  the  efficient  and  inde- 
fatigable services  in  preparing  for  the  meeting  and  in  providing  so 
completely  for  its  comfort  and  entertainment  of  the  Fellows  and  guests. 

Resolved,  That  the  thanks  of  the  Association  be  and  are  hereby 
tendered  to  the  Western  Pennsylvania  Medical  College,  Trustees  and 
Faculty,  for  the  splendid  complimentary  banquet  tendered  last  evening. 

The  Association  then,  on  motion,  adjourned  to  meet  in  the  City  of 
Indianapolis,  Indiana,  at  the  call  of  the  Executive  Council. 

Executive  Sessions. 

Tuesday,  September  20,  1898. 

The  President,  Dr.  Charles  A.  L.  Reed,  in  the  Chair. 

The  Secretary,  on  behalf  of  the  Executive  Council,  presented  a  list 
containing  the  names  of  candidates  for  Fellowship ;  and  the  Associa- 
tion then  elected  by  ballot  the  following-named  candidates : 

Dr.  Markley  C.  Cameron,  Pittsburg,  Pa. ;  Dr.  James  C.  Dunn, 
Pittsburg,  Pa. ;  Dr.  Joel  W.  Hyde,  Brooklyn,  N.  Y. ;  Dr.  William 
S.  Langfit,  Allegheny,  Pa. ;  Dr.  Thomas  Charles  Martin,  Cleveland  ; 
Dr.  Thomas  McCann,  Pittsburg,  Pa.;  Dr.  Miles  F.  Porter,  Fort 
Wayne,  Ind. ;  Dr  Joseph  Dio  Thomas,  Pittsburg,  Pa. 

The  Secretary  stated  that  there  was  nothing  further  to  come  before 
the  Association  at  this  time,  with  the  exception  of  the  appointment  of 
a  committee  to  audit  the  accounts  of  the  Secretary  and  Treasurer. 

The  President  appointed  as  an  Auditing  Committee  Drs.  Ill  and 
Rohe. 

The  Auditing  Committee  subsequently  reported  that  it  had  exam- 
ined the  accounts  and  vouchers  of  the  Secretary  and  Treasurer  and 
had  found  them  correct,  showing  a  balance  on  hand  of  $140.09. 

Wednesday,  September  21,  1898. 

The  executive  session  was  called  to  order  by  the  President  at  7  p.m. 

The  first  thing  to  come  before  the  Association  for  consideration  was 
the  proposed  amendment  to  Article  VI.  of  the  Constitution,  by  Dr. 
M.  Rosen wasser,  of  Cleveland.    The  amendment  reads : 

In  the  first  paragraph  strike  out  V.  and  substitute  VI.  In  the  third 
paragraph,  after  the  first  word  "  the,"  insert  the  words  "  first  five." 

After  the  third  paragraph  insert  the  following  : 

"  At  the  election  next  succeeding  the  adoption  of  these  laws  the 
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full  number  of  Executive  Councillors  shall  be  elected  :  two  for  a  term 
of  three  years,  two  for  a  term  of  two  years,  and  two  for  a  term  of 
one  year. 

"  At  every  subsequent  election  two  Councillors  shall  be  elected 
for  a  term  of  three  years,  and  shall  continue  in  office  until  their  suc- 
cessors shall  have  been  elected  and  shall  have  qualified." 

On  motion  of  Dr.  Dunn,  the  amendment  was  adopted. 

The  next  thing  in  order  was  the  proposed  amendment  to  the  By- 
Laws  offered  by  Dr.  Carstens,  which  reads : 

By-Law  VI.  After  "any  paper  before  the  Association"  add 
"  and  no  member  shall  speak  more  than  once,  nor  longer  than  five 
minutes  on  any  one  question  except  by  unanimous  consent." 

Dr.  Dunn  moved  that  this  amendment  be  adopted  ;  seconded. 

After  considerable  discussion  an  amendment  was  offered  to  make  it 
ten  minutes  instead  of  five,  but  the  main  question,  when  brought  to 
vote,  was  lost. 

The  Secretary  presented  the  application  of  Dr.  Charles  Thomas 
Martin,  of  Cleveland,  Ohio,  for  Fellowship. 

On  motion  of  Dr.  Duff,  the  rules  were  suspended  and  the  Secretary 
instructed  to  cast  the  ballot  of  the  Association  for  Dr.  Martin,  which 
was  done,  and  he  was  declared  elected. 

The  Secretary  read  the  following  report  from  the  Executive  Council : 
"The  Executive  Council  begs  leave  to  submit  to  the  Association  the 
suggestion  that  the  city  of  Indianapolis  offers  many  advantages  as  the 
next  place  of  meeting,  among  which  may  be  mentioned  its  accessi- 
bility and  its  size  and  population.  It  is  quite  centrally  located, 
geographically  speaking,  and  is  a  large  business,  commercial,  and  pro- 
fessional centre. 

The  Council  has  sometimes  deemed  it  for  the  best  interests  of  the 
Association  to  nominate  officers,  but  now,  under  the  Constitution  of 
1895,  reaffirmed  last  year,  as  the  organic  law  of  the  organization,  it 
leaves  this  question  entirely  in  the  hands  of  the  Association  without 
suggestion.  The  Council,  however,  holds  itself  in  readiness  to  obey 
any  order  of  the  Association  which  may  be  delegated  to  it  by  vote. 
Respectfully  submitted, 

Charles  A.  L.  Reed, 

President  and  Ex-Officio  Chairman  of  Executive  Council. 

William  Warren  Potter, 

Secretary  Ex-Officio  of  Executive  Council. 

On  motion  of  Dr.  Humiston,  the  report  was  adopted. 

As  to  the  date  of  the  next  meeting,  after  considerable  discussion  it 


42 


ELEVENTH   ANNUAL  MEETING. 


was  decided  to  leave  this  matter  in  the  hands  of  the  Executive  Coun- 
cil and  the  Committee  of  Arrangements. 

The  Association  then  proceeded  to  elect  officers  for  the  ensuing 
year,  with  the  following  result : 

President — Dr.  Edward  J.  Ill,  Newark,  N.  J.  Vice-Presidents — 
Dr.  Edwin  Ricketts,  Cincinnati,  Ohio,  and  Dr.  A.  B.  Miller,  Syra- 
cuse, N.  Y.  Secretary — Dr.  William  Warren  Potter,  Buffalo,  N.  Y., 
re-elected.    Treasurer — Dr.  X.  O.  Werder,  Pittsburg,  Pa.,  re-elected. 

Executive  Council — Drs.  A.  Vander  Veer  and  L.  S.  McMurtry,  one 
year ;  Drs.  W.  E.  B.  Davis  and  John  M.  Duff,  two  years ;  Drs.  L.  H. 
Dunning  and  Walter  B.  Chase,  three  years. 

Dr.  B.  Sherwood-Dunn  made  the  following  motion,  which  was 
unanimously  carried :  That  in  the  future  the  Chairman  of  the  Local 
Committee  of  Arrangements  shall  correspond  with  the  Secretary  of 
the  Association  with  reference  to  any  clinics  that  may  be  given,  and 
that  any  clinics  to  be  given  by  any  Fellows  of  the  Association  shall 
be  so  arranged  at  hours  in  the  day  as  not  to  conflict  with  the  regular 
program. 

There  being  no  further  business,  the  Executive  Session  adjourned. 

William  AVarren  Potter, 

Secretary. 
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THE  EVOLUTION  OF  SPECIALISM  IN  MEDICINE. 

By  CHARLES  A.  L.  REED,  M.D., 

CINCINNATI. 


In  conforming  to  the  custom  which  demands  an  address  from 
your  retiring  president,  I  cheerfully  and  feelingly  comply  with  that 
other  usage  which  requires  that  my  first  expression  on  this  occasion 
shall  be  one  of  profound  gratitude  for  the  honor  conferred  in  elect- 
ing me  to  preside  over  this  your  eleventh  annual  convention. 

We  have,  at  this  meeting,  entered  upon  the  second  decade  of  our 
organic  existence.  The  moment  is  opportune  for  a  brief  reflection 
upon  the  purpose  which  briugs  us  into  annual  convention.  That 
that  purpose  is  real  and  deep  and  earuest  is  shown  by  the  fact  that 
each  of  our  reunions  but  serves  to  increase  the  enthusiastic  devotion 
to  work  which  has  always  characterized  our  proceedings.  From 
the  day  of  the  preliminary  convention  at  Buffalo,  April  19,  1888, 
to  this  moment,  there  has  been  no  flagging  in  the  task  to  which  we, 
as  a  body,  have  set  our  hands — the  task  of  broadening,  deepening, 
and  refining  those  beneficent  departments  of  the  healing  art  em- 
braced in  the  title  of  our  organization.  To  this  congenial  task  we 
shall  continue  to  devote  the  best  energies  of  our  nature.  But,  while 
our  object  and  purpose  are  clear  and  distinct,  it  may  be  well  for  us 
to  pause  a  moment  and  consider  in  a  somewhat  philosophic  way  not 
only  our  present  status,  but  those  forces  and  conditions  which 
brought  us  into  existence  and  those  influences  which  shall  determine 
our  destiny. 

It  is  safe  to  accept  ourselves  in  our  organic  form  as  an  integral 
part  of  a  complex  social  fabric.  Social  fabrics  such  as  ours  have 
their  origin  in  primitive  conditions,  from  which  they  are  evolved 
in  conformity  to  established  laws — laws  which  deal  with  matter  and 
motion  and  force.     We  can  fancy  that  the  starting-point  was  a 
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stable  equilibrium,  which,  in  fact,  can  be  nothing  more  than  a  the- 
oretical conception  that  marks  the  transition  between  growth  and 
decay,  between  life  and  death.  In  the  course  of  those  changes 
which  we  recognize  as  developmental  and  progressive,  we  are  con- 
stantly confronted  by  phenomena  which  display,  on  the  one  hand, 
the  persistence  of  immutable  force,  and,  on  the  other,  the  diversion 
of  that  force  into  multitudinous  channels  through  the  instrumen- 
tality of  resistant  inertia.  The  results  are  not  only  correspondingly 
multitudinous,  but  each  result  is  susceptible  of  further  segregation 
in  the  course  of  progression  to  final  effects.  Thus  each  division  of 
initial  force  results  in  the  changing  of  a  uniform  into  a  multiform 
force,  while  each  separate  form  of  the  latter  becomes  itself  a  spe- 
cialized force,  susceptible  of  further  subdivision.  It  follows,  there- 
fore, that  we  must  accept  as  a  fundamental  sociologic  doctrine, 
based  upon  primary  biologic  law,  that  progress  is  due  to  the  grad- 
ual evolution  of  heterogeneity.  This  process  is  exemplified  not 
only  in  the  complex  social  organisms,  but  in  every  phase  of  organic 
life.  The  seed  that  drops  into  the  soil  speedily  loses  its  homoge- 
neous character  in  the  process  of  germination,  and  still  further  in 
each  successive  change,  until  maturity  is  attained  in  shrub  or  tree 
or  plant.  In  the  act  of  human  reproduction  the  same  phenomena 
are  exhibited  in  even  more  complex  form  in  the  mysteries  of  em- 
bryologic  development  and  in  the  conditions  of  subsequent  indi- 
vidual existence.  What  is  true  of  the  individual  members  of  the 
vegetable  and  animal  kingdoms  is  still  further  manifested  in  the 
origin  and  development  of  species  in  those  departments  of  nature. 
The  ultimate  products  are  manifested  in  the  complex  flora  and 
fauna  that  today  entrance  our  naturalists  in  their  efforts  of  analytic 
research. 

We  find  the  lesson  that  best  subserves  our  purpose  exemplified 
in  the  initial  changes  which  take  place  among  the  most  primitive 
of  peoples.  Let  us  take,  for  example,  as  suggested  by  Mr.  Spen- 
cer, a  tribe  of  North  American  Indians.  Living,  as  they  do,  chiefly 
by  the  chase,  an  early  necessity  which  they  encounter  is  the  means 
of  killing  their  game,  and,  let  us  say,  each  man  provides  himself 
with  arrows  for  the  purpose.  Presently  one  of  the  number,  as  the 
result  of  accidental  influences  or  conditions,  discovers  that  he  can 
make  better  arrows  than  can  his  fellows.  They,  in  turn,  desiring 
the  best  implements,  go  to  him  for  their  arrows,  for  which  they 
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compensate  him  with  mats  or  baskets  or  fishing  gear ;  while  he, 
stimulated  by  reward  and  the  distinction  implied  by  patronage, 
restricts  his  labors  to  his  new-found  task,  improving  his  product  in 
excellence  with  that  increasing  skill  which  comes  from  practice. 
The  influence  is  reciprocal,  and  its  widening  range  of  influence  is 
noticed  in  the  improving  quality  of  the  mats  and  baskets  and  fish- 
ing gear  made  by  those  who  find  it  no  longer  necessary  to  make 
their  arrows.  Here  is  the  multiplication  of  effects  from  an  initial 
cause,  and  here,  too,  we  observe  the  commencing  specialization  of 
function  and  of  labor  exemplified  among  the  most  primitive  of 
peoples.  What  is  true  of  these  simple  folk  is  true  in  a  more  pro- 
nounced degree  throughout  the  increasing  complexity  of  civilized 
society.  So  true  is  this  that  today  there  is  not  a  single  department 
of  human  activity,  there  is  not  a  single  product  of  human  labor, 
mental  or  physical,  but  that  is  dependent  for  its  possibility  upon 
numerous  other  highly  specialized  human  activities.  In  the  build- 
ing of  a  house  how  many  special  activities  are  exercised,  in  forest, 
in  quarry,  in  kiln,  in  factory,  and  in  the  final  act  of  construction, 
until  the  finished  structure  stands  ready  for  the  coming  of  its 
owner  !  In  the  construction  of  the  stately  bridges  that  span  the 
three  rivers  that  here,  in  the  city  of  Pittsburg,  mingle  their  tides, 
how  many  "  specialists"  have  been  engaged  in  the  mine,  the  forge, 
the  foundery,  and  the  coffer-dam  !  In  making  and  operating  the 
railroads  over  which  you  came  hither  with  such  comfort,  safety, 
and  speed,  how  many  "specialists"  have  been  employed!  The 
telegraph,  the  telephone,  illuminating  plants,  and  hydraulic  institu- 
tions are  but  a  few,  a  very  few,  other  examples  made  possible  only 
by  employment  of  highly  specialized  human  skill.  From  these 
observations  we  are  forced  to  conclude,  with  that  master  genius 
who  has  formulated  with  such  clearness  the  philosophy  of  evolu- 
tion, that  "  a  part-cause  of  evolution  is  the  multiplication  of  effects, 
and  that  this  increases  in  geometric  progression  as  the  heterogeneity 
becomes  greater" — conclusions  which  are  not  only  "established 
inductively,  but  are  deducible  from  the  deepest  of  all  truths." 

But  if  primitive  peoples  required  arrow-makers  or  the  fabricants 
of  other  implements,  other  necessities  speedily  arose,  chief  among 
which  was  attendance  on  those  who  were  injured  in  the  chase,  who 
were  wounded  in  battle,  or  were  sickened  by  the  effluvia  of  the  pri- 
meval swamps.    It  was  at  this  point  that  your  progenitor,  "  the 
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medicine  man,"  stepped  upon  the  scene.  He  is  the  necessary  and 
inevitable  incident  of  every  primitive  people.  The  Egyptians  had 
their  sages,  soothsayers,  and  pastaphori ;  the  Persians  had  their 
genii;  the  Phenieians,  their  cabin  ;  the  Hindustanese,  their  vaid- 
yas  ;  the  Tartars,  their  shamans  ;  the  Scythians,  their  enares  ;  the 
people  of  Borneo  and  Sumatra,  their  serpent  charmers;  the  Zulus, 
their  rain  doctors  and  tnwalas — these  are  among  the  examples  of 
the  earliest  formation  of  the  medical  branch  in  the  social  segmenta- 
tion of  primitive  peoples. 

In  compliance  with  the  law  governing  the  multiplication  of  effects, 
these  primary  specializations  were  speedily  followed  by  secondary 
specializations,  traceable  among  peoples  whose  progress  in  civiliza- 
tion enables  us  to  follow  the  successive  phenomena  of  their  evolu- 
tion. Thus  among  the  earliest  Greeks,  who  inherited  much  from 
antecedent  peoples  and  who  appear  in  the  arena  of  history  with  a 
complex  civilization,  we  find  at  the  Homeric  period  medicine  locked 
up  in  the  noisome  cabinet  of  superstition,  zealously  guarded  by  an 
ignorant  priesthood  ;  yet  in  the  days  of  Hippocrates  there  were 
regular  surgeons  to  the  armies ;  there  were  midwives,  or  navel- 
cutters  ;  there  were  oculists,  dentists,  and  lithotomists ;  and  there 
were  iatreia,  or  clinics,  both  public  and  private.  Rome,  which 
began  with  the  Augurs  and  Haruspices  and  other  practicians  of 
base  supersition,  had  so  far  exemplified  the  process  of  specialization 
that  by  the  time  of  the  Empire  there  were  not  only  general  practi- 
cians, but  there  were,  according  to  Baas,  "  oculists,  aurists,  sur- 
geons, dentists,  uroscopists;  specialists  in  bleeding,  catheterization, 
and  clysterization;  herb  doctors,  milk  doctors,  gynecologists,  move- 
ment curers;  specialists  in  private  diseases,  in  the  treatment  of 
fistulaa,  in  the  cosmetic  art ;  hair  doctors,  wine  doctors,  hernia  doc- 
tors," etc. 

We  all  understand  that  this  high  degree  of  specialization  occurred 
as  the  distinguishing  feature  of  the  highest  civilization  ever  attained 
before  our  own  epoch.  It  was  the  highest  degree  of  social  organi- 
zation known  to  other  than  modern  history.  This  was  true  not 
only  of  the  medicine  of  that  period,  but  of  all  the  avocations  of  life. 
The  process  of  segregation  had  been  carried  to  its  logical  limit, 
until  each  resultant  product  was  without  that  potentiality  essential 
for  its  perpetuation.  A  cycle  in  the  evolution  of  the  race  had  been 
denned — a  cycle  as  clear,  as  distinct,  as  inevitable  as  that  which 
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marks  the  moulting  of  the  dove,  the  flowering  of  the  rose,  or  the 
precession  of  the  equinoxes.  Majestic  forces  operating  under 
resistance  had  sustained  deductions  at  each  successive  stage,  until 
motion  had  practically  ceased,  and  humanity,  a  trivial  plaything 
in  the  arcana  of  nature,  was  brought  to  a  state  of  relative  equili- 
bration. The  heterogeneous  had  resolved  itself  into  the  homoge- 
neous, the  specialized  had  become  the  generalized,  and  the  active 
the  inert,  as  the  world,  wrapped  in  the  Lethean  mantle  of  the 
church,  dropped  into  its  long,  reposeful  sleep.  From  this  sleep 
the  giant  of  humanity  finally  awoke,  refreshed  and  surcharged  with 
poteutial  force  with  which  to  inaugurate  another  cycle  in  the  evo- 
lutional development  of  our  race. 

Again  we  see  in  the  great  laboratory  of  what  we  are  pleased  to 
call  civilization  the  same  laws  producing  the  same  results  under  the 
same  conditions.  Again  do  we  see  the  homogeneous  undergoing 
division  and  the  process  of  specialization  again  at  work.  In  illus- 
tration of  this  fact,  it  is  our  present  purpose  only  to  speak  of  our 
own  profession  since  the  breaking  of  that  dawn  which  shed  its 
most  effulgent  rays  in  the  dark  corners  of  the  cloister.  At  that 
period  the  church,  in  its  complete  dominance,  had  usurped  practi- 
cally all  the  functions  of  society.  The  church  was,  in  fact,  the 
form  and  expression  of  the  homogeneity  of  that  sombre  period. 
As  a  cousequence,  when  the  work  of  social  segregation  was  again 
inaugurated,  the  healing  art  was  exercised  exclusively  by  the  priest- 
hood, which  had  been  the  custodian  of  its  secrets  during  the  long, 
dark  centuries.  The  sons  of  the  monasteries  were  in  those  days, 
in  the  broadest  possible  sense,  "general  practitioners."  But  the 
natural  process  of  specialization  was  again  soon  manifest  in  this  as 
in  other  departments  of  social  evolution.  In  France,  for  instance, 
at  the  end  of  the  Middle  Ages,  the  work  of  segregation  was  mani- 
fested by  the  separation  of  medicine  and  surgery.  The  surgeons 
were,  in  turn,  further  segregated  into  classes,  one  of  which  was 
composed  chiefly  of  barbers;  other  specialties,  more  or  less  crude 
in  conception,  ill-defined  in  limit,  and  inefficient  in  application, 
were  developed  in  numbers  quite  as  great  as  those  which  character- 
ized the  "specialisms"  of  the  Roman  epoch.  The  same  evolu- 
tional changes  were  manifest  in  England  and  Germany;  indeed, 
all  of  Western  Europe  was  demonstrating  the  operation  of  those 
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sociologic  laws  the  existence  and  effect  of  which  I  have  endeavored 
to  emphasize  in  your  presence  today. 

But  it  were  impossible  aud  quite  aside  from  my  purpose  to  trace 
the  gradual  development  of  our  art  along  the  lines  which  I  have 
indicated.  Modern  specialism  in  medicine,  a  present  product  of 
this  process  of  social  segregation,  may  be  said  to  date  from  the 
period  when  the  French  schools,  in  the  early  decades  of  this  century, 
took  up  seriously  the  question  of  pathologic  anatomy.  This  was 
the  basis  upon  which  the  work  of  division  began.  The  imitative 
Germans  zealously  followed  the  example  of  their  more  progressive 
neighbor  of  the  south,  with  the  result  that  today  the  great  profes- 
sion north  of  the  Rhine,  through  the  influence  of  specialism,  has 
attained  a  dignity  and  a  distinction  which  it  never  before  enjoyed. 
In  Great  Britain  the  division  of  work,  scientific  and  practical,  was 
inaugurated  at  about  the  same  time,  although  in  this  regard,  as  in 
others,  the  profession  of  our  mother  country  has  been  very  con- 
servative. The  United  States,  during  the  earlier  decades  of  national 
existence,  was  largely  controlled  by  European  influence,  at  first 
French,  then  German,  latterly  English  ;  while  today  she  is  think- 
ing for  herself  and  moving  for  herself,  quite  independently  of  for- 
egin  initiative,  along  the  lines  which  make  for  progress.  The 
obstetric  art  is  as  old  as  the  function  of  reproduction,  although  the 
latter  ages  have  witnessed  its  present  refinements.  It  has  been 
said  "  Obstetrics  married  Surgery,  and  that  the  fruit  of  the 
union  was  bright-eyed  Gynecology."  The  accouchement  probably 
occurred  at  the  time  Recamier  invented  the  speculum,  in  1801. 
Abdominal  surgery  had  its  rational  beginning  in  1809  under  the 
masterly  hand  of  the  immortal  McDowell,  of  Kentucky,  and  must 
stand  as  America's  conspicuous  contribution  to  surgical  progress. 
Everything  in  medicine  and  surgery  from  that  day  to  this  is  essen- 
tially contemporaneous  history,  in  which  occur  conspicuously  many 
of  our  proudest  American  names.  But  pardon  these  references ; 
they  are  not  made  to  revamp  an  old  story,  but  rather  to  give  force 
aud  illustration  to  my  contention,  that  specialism  became  a  verity 
in  response  to  natural  laws  which  even  today  determine  its  destiny. 

We  have  come  to  that  point  in  our  discourse  when  we  may  with 
propriety  ask,  has  specialization  today  been  carried  to  that  degree 
that  its  resultant  products  stand  without  the  potential  force  neces- 
sary for  their  further  perpetuation?    Is  our  science  today  in  the 
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imminence  of  a  fatal  equilibration?  To  each  of  these  inquiries  I 
answer  "  No."  And  I  say  it,  too,  in  the  presence  of  the  fact  that 
never  before  in  the  history  of  human  activity,  neither  in  Greece 
nor  in  Rome,  has  specialization  reached  its  present  degree  of  refine- 
ment. But  happily  the  present  cycle  of  civilization  is  character- 
ized by  the  operation  of  forces  which  found  no  exemplification  in  the 
earlier  plays  on  the  great  stage  of  the  world.  Today,  responsive 
to  the  edict  of  the  gentle  Nazarene,  neither  cloister,  hall,  factory, 
shop,  college,  school,  family,  nor  profession  withholds  its  modicum 
of  knowledge  that  may  make  for  the  common  weal.  The  procla- 
mation of  love  heralded  from  the  Mount  today  reverberates 
through  the  nations.  In  conformity  to  natural  laws,  love  itself 
has  segregated  into  emulation,  generosity,  aud  benevolence.  Herein 
is  the  corrective  tendency  of  the  specialism  of  today.  It  is  fully 
exemplified  in  the  proceedings  of  this  and  similar  organizations, 
which  meet  annually  to  discuss  the  accumulated  knowledge  of  the 
year,  and  then  not  only  in  the  convention  hall,  but  through  the 
avenues  of  the  medical  press,  to  lay  the  matured  products  of  their 
wisdom  as  a  free-will  offering  upon  the  common  altar  of  the  pro- 
fession. In  this  way  knowledge,  instead  of  remaining  in  the  hands 
of  those  who  evolve  it,  becomes  disseminated  for  the  common  wel- 
fare. There  is  not  a  day  but  that  the  general  medical  profession 
becomes  enriched  iu  resource  and  potentiality  by  the  accretions 
derived  from  specialism.  It  would  seem  that  in  this  way  one  spe- 
cialty after  another  must  sooner  or  later  lose  its  distinctive  charac- 
teristics and  return  to  the  great  body  of  the  profession  from  which 
it  was  derived.  What  with  our  colleges,  universities,  clinics,  hos- 
pitals, journals,  and  societies,  the  connection  between  the  specialties 
and  the  general  profession  is  always  close  and  intimate.  The  char- 
acteristic of  the  present  era,  one  that  distinguishes  it  from  former 
civilizations,  is  that  the  process  of  specialization  is  never  carried  to 
the  point  of  complete  segmentation.  Each  specialty,  however 
assiduously  cultivated,  remains  an  integral  part  of  the  great  gen- 
eral profession,  the  masters  of  which  must  ever  stand  as  our  ideals. 

All  specialists  today  are  primarily  the  products  of  general  medical 
culture.  The  act  of  specialization  takes  place  after,  and  not  before, 
entrance  into  the  general  profession.  When  this  order  is  changed, 
then  comes  the  day  of  danger.  Unlike  the  specialists  of  Greece  and 
Rome,  those  of  today  are  physicians  and  something  more,  and  hap- 
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pily  their  influence  is  to  make  something  more  of  physicians.  This 
tendency,  which  in  Germany  has  come  to  its  fullest  fruition,  is 
already  marked  the  world  over  ;  but  a  few  decades  ago  the  practice 
of  gynecology  as  now  known  and  understood  was  in  the  hands  of 
a  few  practicians,  to  whom  it  brought  compensation  and  distinction. 
Today  it  is  in  the  hands  of  the  multitudes,  to  whom  it  brings 
neither.  It  may  be  said  that  the  general  knowledge  of  gynecology 
has  gone  back  to  the  profession  where  it  belongs.  Those  who 
remain  practicians  of  that  department  maintain  their  position  by 
the  joint  influence  of  voluntary  self-assertion  and  special  adapta- 
bility. It  is  undeniable,  however,  that  with  reference  to  our  own 
department  of  practice  the  lines  are  shifting.  From  the  pelvis  to 
the  abdomen  was  but  a  natural  step  in  the  application  of  our  sur- 
gical resource.  Those  who  were  gynecologists  but  a  few  years  ago 
are  many  of  them  abdominal  surgeons  today,  with  an  unmistakable 
tendency  to  become  general  surgeons  tomorrow. 

While  all  this  is  true,  there  remains  a  raison  d'etre  for  organiza- 
tions such  as  this,  devoted  to  the  cultivation  of  special  departments 
of  knowledge;  and  there  will  continue  to  remain  a  reason  for  the 
continuauce  of  specialists  in  each  of  the  recognized  departments  of 
medical  science  and  medical  practice.  This  reason  is  to  be  found, 
first,  in  the  highest  interests  of  the  general  medical  profession,  and 
next,  in  the  highest  interests  of  the  masses,  who  are  its  benefi- 
ciaries. From  the  stand-point  of  the  medical  profession  each  spe- 
cialty, as  has  already  been  stated,  is  to  be  recognized  as  au  integral 
and  organic  part — a  distinct  member  controlled  by  its  distinct  cen- 
ter in  the  general  sensorium,  but  a  center  in  thorough  correlation 
with  its  associated  centers.  With  this  idea  the  development  of  a 
specialty  is  nothing  more  or  less  than  the  development  of  a  par- 
ticular part  with  a  particular  function — a  development  which  tends 
in  the  direction  of  increasing  general  efficiency.  No  matter  how 
generally  diffused  may  become  the  knowledge  of,  for  instance,  gyne- 
cology, there  will  yet  remain  within  the  domain  of  those  subjects 
which  are  capable  of  still  further  development  attractive  incentives 
for  work.  The  cultivation  of  these  departments  must  remain  in 
the  hands  of  those  who  honestly  concentrate  themselves  upou  the 
task.  To  such  devotees  as  honestly  assume  this  attitude  and  its 
attendant  responsibilities  will  always  be  accorded  recognition  and 
reward.    But  the  condition  which  can  perpetuate  specialism,  in 
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this  or  any  other  department,  is  a  narrowing  rather  than  a  broad- 
ening of  limits.  The  broadening  of  limits  tends  to  ultimate  merg- 
ence and  to  homogeneity.  A  large  number,  possibly  a  majority, 
now  identified  with  special  work  may  elect  to  shift  their  personal 
activities  in  this  direction,  while  there  are  others  who,  standing 
upon  an  equally  strong  basis  of  general  culture,  will  decide  to  con- 
centrate their  energies  in  carrying  to  further  refinement  and  perfec- 
tion a  more  limited  department  of  science.  Thus,  happily  for  the 
progress  of  the  world,  specialism  will  not  disappear  from  society. 
On  the  contrary,  specialism  is  manifestly  to  be  even  more  distinct 
than  in  the  past,  while  specialists,  as  known  to  the  broad  and  pro- 
gressive profession  of  America,  will  be  able  to  gain  recognition 
only  by  conforming  to  severer  tests  than  are  now  applied.  It  is 
safe  to  predict,  therefore,  that  in  the  not  distant  future  there  will 
be  fewer  specialists,  but,  happily,  better  ones.  The  lines  may,  and 
possibly  will,  shift.  Existing  specialties,  or  certain  of  them  at 
least,  through  the  influence  of  further  segregation  and  final  equili- 
bration, may,  and  probably  will,  disappear  into  the  general  profes- 
sion, while  segmentation  will  be  inaugurated  at  other  points  to 
result  in  the  development  of  other  specialties.  Thus  shall  the  great 
future  witness  the  mutations  of  progress. 


SOME  OF  THE  COMPLICATIONS  FOLLOWING 
VAGINAL  HYSTERO-SALPINGO-OOPHOR- 
ECTOMY  IN  PELVIC  SUPPURATION, 

With  Remarks  on  the  Objections  to  This  Operation. 
By  F.  BLUME,  M.D., 

PITTSBURG. 


Three  years  have  passed  by  since  Dr.  X.  O.  Werder  introduced 
to  this  Association  the  subject  of  vaginal  hysterectomy  in  suppura- 
tive pelvic  disease.  His  excellent  paper  was  supplemented  in  an 
able  and  forceful  manner  by  Dr.  B.  Sherwood-Dunn,  who,  then 
just  returning  from  France,  gave  his  experience  with  this  operation 
obtained  in  the  clinics  of  Pean,  Segond,  Richelot,  Pozzi,  and  others. 
Our  Transactions  show  that  this  then  comparatively  new  method 
of  dealing  with  pelvic  suppuration  was  not  favorably  accepted. 
Most  of  the  speakers  seemed  to  be  fully  satisfied  with  the  supra- 
pubic operation,  and  expressed  the  belief  that  there  is  a  field  for 
the  vaginal  procedure,  but  that  this  field  is  extremely  limited. 

A  perusal  of  the  literature  of  the  past  few  years  proves  that 
vaginal  hysterectomy  has  made  its  way  here  and  abroad.  Its  con- 
demnation upon  theoretical  grounds  has  decidedly  diminished.  Its 
advantages  are  too  plain  to  permit  of  being  longer  ignored.  Men 
who  in  the  beginning  strongly  opposed  this  "  mutilating  opera- 
tion," as  some  are  fond  of  styling  it,  have  changed  their  opinions. 
Guided  by  the  experience  of  others,  they  have  adopted  this  method 
and  confirmed  the  assertions  of  its  advocates  that  it  is  a  conserva- 
tive operation  in  the  broadest  sense  of  the  word,  a  procedure  which, 
though  sacrificing  the  uterus,  conserves  the  life  of  the  patient  even 
under  circumstances  where  the  suprapubic  route  would  mean  cer- 
tain death. 

The  propriety  of  removing  the  uterus  in  suppurative  disease  of 
the  appendages  has  been  questioned  ever  since  Pean  introduced 
vaginal  hysterectomy.    Briefly  stated,  the  chief  objections  are  : 
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1.  The  uterus  is  not  a  useless  organ  after  the  ablation  of  the 
appendages,  and  should  not  be  sacrificed  unless  seriously  diseased. 

2.  Vaginal  hysterectomy  is  an  incomplete  procedure,  followed 
by  serious  complications,  and  is  not  curative. 

The  discussion  of  the  justifiability  of  removing  the  not  seriously 
diseased  uterus  antedates  the  introduction  of  vaginal  hysterectomy 
for  pelvic  suppuration.  Commencing  in  1876,  when  Porro  intro- 
duced the  operation  bearing  his  name,  the  battle  pro  and  con  has 
been  kept  before  the  profession  until  the  present  day,  has  at  times 
been  quite  animated,  and  has  not  always  been  conducted  within  the 
limits  of  parliamentary  courtesy.  It  is  only  within  the  past  few 
years  that  the  Porro,  or  rather  the  modified  Porro,  operation  has 
come  more  into  favor,  and  it  is  to  be  hoped  that  in  the  near  future 
its  indications  may  be  extended  to  that  unfortunate  class  of  preg- 
nant women  whose  pelves  render  delivery  through  the  vagina  im- 
possible. This  position,  at  present  assumed  only  by  a  small  number 
of  progressive  men,  is  certainly  in  accordance  with  the  spirit  of 
science  and  humanity. 

New  life  was  brought  into  these  discussions  by  Schroder  in 
recommending  the  supravaginal  amputation  of  the  cervix  for  can- 
cer of  the  cervix  uteri.  The  argument  of  Schroder  and  his  follow- 
ers, that  it  is  unnecessary  to  sacrifice  the  entire  uterus  when  the 
disease  is  limited  to  the  cervix,  was  regarded  as  inconclusive. 
Strange  to  say,  men  objected  to  this  conservative  plan  of  treatment 
who  at  the  same  time  condemned  the  Porro  operation  as  too  radical 
a  procedure.  Notwithstanding  the  fact  that  the  statistics  of  the 
supravaginal  amputation  of  the  cervix  as  published  in  1886  by 
Hofmeier,1  then  Schroder's  first  assistant,  compare  well  with  those 
of  hysterectomy,  the  former  operation  fell  into  desuetude  and  today 
is  only  a  matter  of  historic  interest. 

A  strong  wave  of  conservative  surgery  has  struck  the  profession. 
Beginning  to  rise  a  few  years  ago,  it  has  reached  such  proportions 
that  even  the  most  ardent  advocate  of  radical  measures  can  neither 
deny  nor  ignore  its  presence.  Although  it  appears  that  the  limits 
have  long  since  been  transgressed,  it  is  impossible  at  the  present 
day  to  say  how  far  the  principle  of  conservatism  will  be  carried. 
In  this  era  of  conservative  surgery  it  is  refreshing  and  inspiring  to 


1  Zeitschrift  fiir  Geburtshiilfe  und  Gyniikologie,  vol.  xiii.  p.  3G0. 
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meet  with  an  article  whose  author,  fearless  of  criticism,  steps  be- 
yond the  trodden  path  and  resorts  to  and  advocates  a  radical  pro- 
cedure in  order  to  save  life.  I  refer  to  the  article  of  an  illustrious 
Fellow  of  this  Association,  Dr.  Rufus  B.  Hall,1  published  last 
January.  This  writer  recommends  hysterectomy  as  a  preliminary 
step  in  all  cases  of  intraligamentous  cysts  where  the  tumor  is  firmly 
adherent  to  the  pelvic  floor  and  cannot  be  easily  detached.  By 
cutting  off  the  blood-supply  before  enucleating  the  tumor  the  dan- 
ger of  hemorrhage  is  removed.  This  method  of  dealing  with  a 
certain  class  of  intraligamentous  cysts  no  doubt  is  a  valuable  im- 
provement of  our  technique,  and  should  as  such  be  appreciated  ; 
yet  I  venture  to  say  that,  like  vaginal  hysterectomy  in  pus  cases, 
it  will  meet  with  the  objections  of  those  who  insist  on  the  applica- 
tion of  the  surgical  rule  not  to  sacrifice  an  organ  which  is  not  seri- 
ously diseased. 

The  disposition  to  preserve  the  uterus  during  the  childbearing 
age  in  women  with  healthy  tubes  and  ovaries,  or  in  unilateral  sup- 
purative pelvic  disease,  can  well  be  understood  ;  but  why  this  organ 
should  not  be  removed  as  the  initial  step  of  a  life-saving  operation 
when  the  ablation  of  both  appendages  becomes  a  necessity,  is 
beyond  comprehension.  The  assertion  that  the  uterus  without  the 
appendages  is  still  an  important  organ,  that  its  functions  have  not 
ceased  with  the  artificial  induction  of  the  menopause,  must  be 
rejected  as  untenable  in  the  light  of  our  present  knowledge.  The 
arguments  that  after  the  extirpation  of  the  uterus  the  nervous  phe- 
nomena are  more  pronounced  than  when  the  appendages  alone  are 
removed,  that  the  sexual  appetite  is  lost  aud  the  sexual  relations 
are  disturbed,  have  strongly  influenced  many  surgeons  against  vagi- 
nal hysterectomy.  Careful  investigations,  however,  have  shown 
that  these  arguments  cannot  be  verified.  Mainzer,2  in  his  report 
of  two  hundred  vaginal  hysterectomies  for  chronic  inflammation  of 
the  adnexa,  performed  in  Landau's  clinic,  arrives  at  the  conclusion 
that  there  is  less  disturbance  of  the  nervous  system  after  the  radical 
operation  than  after  salpingo-oophorectomy  alone.  He  further 
states  that  the  age  of  the  patient  bears  no  relation  to  the  presence 
or  absence  of  these  nervous  symptoms.  This  difference  of  opinion 
can  probably  be  explained  by  the  difference  in  the  nervous  system 

i  American  Gynecological  and  Obstetrical  Journal,  1898. 
-  American  Journal  of  Obstetrics,  vol.  xxxvii.  p.  693. 
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of  the  patients.  From  my  own  experience  I  cannot  confirm  the 
view  that  the  removal  of  the  uterus  increases  the  nervous  disturb- 
ances incidental  to  the  menopause,  aud  I  am  inclined  to  believe 
that  this  view  is  based  upon  the  complaints  of  neurotic  women. 

With  reference  to  the  sexual  passion,  my  patients,  with  but  one 
exception,  state  that  they  have  as  much  sexual  appetite  now  as  at 
any  time  before  operation.  Two  of  them,  young  widows,  who 
married  a  year  after  the  operation,  informed  me  repeatedly  that 
they  are  more  passionate  and  enjoy  sexual  intercourse  more  than 
ever. 

It  is  universally  admitted  that  the  mortality  of  vaginal  hyster- 
ectomy is  considerably  less  than  that  of  the  abdominal  operation. 
On  this  most  important  point  all  are  agreed,  and  every  surgeon 
whose  first  object  in  operating  is  the  saving  of  life  must  feel  kindly 
toward  this  operation.  There  is  diversity  of  opinion,  however,  as 
to  the  ultimate  results  of  the  vaginal  procedure.  Notwithstanding 
the  favorable  reports  coming  from  all  sides,  some  operators  persist- 
ently claim  that  vaginal  hysterectomy  is  followed  by  serious  sequelae 
and  does  not  cure  the  patient. 

Before  discussing  this  question  I  may  be  permitted  to  say  that  I 
am  totally  opposed  to  vaginal  hysterectomy  in  those  cases  in  which 
there  is  a  possibility  of  saving  one  tube  aud  ovary — i.  e.,  in  cases 
of  unilateral  suppuration,  even  when  due  to  gonorrhoea.  I  am  not 
as  yet  convinced  that  both  appendages  must  be  sacrificed — far  less 
the  uterus — when  the  gonorrheal  infection  is  limited  to  one  tube 
and  ovary.  I  know  that  gonococci  have  been  found  in  the  uterus 
while  the  pus  in  the  tubes  and  ovaries  contained  no  bacteria. 
Broese1  quite  recently  reported  such  a  case.  The  gonococci  in  the 
tubes  and  in  an  ovarian  abscess  had  perished,  while  they  were  still 
present  and  virulent  in  the  uterus  and  in  the  urethra.  Experience 
teaches  that  in  a  number  of  these  patients,  after  the  removal  of  one 
of  the  adnexa,  the  gonococci  invade  the  other  side,  requiring  a 
secondary  operation;  but  many  of  them  remain  well,  aud  this  is 
probably  due  to  curettemeut  and  other  appropriate  treatment  of 
the  uterus  and  vagina.  The  source  of  the  second  infection  after 
such  treatment  is  by  no  means  clear.  It  may  be  that  we  did  not 
succeed  in  destroying  the  gonococci  in  the  uterine  cavity,  but  the 


1  Zeitschrift  filr  Geburtshull'e  und  Gynakologie,  vol.  xxxviii.  p.  539. 
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possibility  remains  that  such  patient  has  become  the  victim  of  a 
new  infection — that  she  has  contracted  gonorrhoea  the  second  time. 
As  the  risk  of  a  secondary  operation,  if  done  per  vaginam,  is  but 
slight,  the  conservative  plan  of  treatment — the  removal  of  the  dis- 
eased tube  and  ovary  by  meaos  of  an  abdominal  section — is  cer- 
tainly preferable,  especially  in  young  women. 

My  personal  experience  with  vaginal  hysterectomy  for  pelvic 
suppuration  is  limited  to  forty-two  cases  operated  upon  during  the 
years  1895  to  September,  1898.  This  series,  though  small  in  num- 
ber, will  be  found  quite  interesting  on  account  of  the  extent  and 
the  gravity  of  the  pathological  changes.  Of  the  42  patients,  18 
belonged  to  that  desperate  class  of  cases  which,  if  treated  by  the 
abdominal  route,  are  either  left  unfinished  or,  according  to  the 
statements  of  prominent  operators,  have  a  death-rate  of  25  to  30 
per  cent.,  not  in  the  hands  of  beginners,  but  in  those  of  the  most 
skilful  surgeons.  The  pelvic  organs  were  agglutinated  into  one 
mass  and  could  not  be  distinguished  by  vaginal  or  rectal  examina- 
tion. In  some  instances  these  masses  reached  half-way  to  the 
umbilicus,  while  in  others  the  peritoneal  cavity  was  less  involved 
and  they  extended  downward  into  the  vagina,  pushing  the  uterus 
against  the  symphysis  pubis  and  compressing  the  rectum  to  such 
an  extent  that  an  ordinary  rectal  tube  could  not  be  passed  without 
difficulty.  The  lesions  of  the  remaining  24  patients  were  not  quite 
so  extensive,  yet  in  every  instance  both  appendages  were  so  far 
involved  that  a  conservative  operation  seemed  to  be  out  of  the 
question. 

The  vast  majority  of  the  patients  belonged  to  that  class  of  women 
who  have  to  work  to  earn  a  living.  With  but  few  exceptions  they 
had  passed  through  many  attacks  of  pelvic  peritonitis  and  were 
invalids  for  years.  A  number  of  them  had  come  from  the  medical 
ward,  where  they  had  been  sent  as  typhoid  fever  and  appendicitis 
cases.  About  half  a  dozen  were  prostitutes.  Three  stated  that 
they  had  discharged  pus  by  the  rectum  several  years  ago ;  4  had 
previously  been  treated  by  vaginal  incision  and  drainage — 2  by 
different  surgeons,  2  by  myself.  Complications  occurred  in  the 
following  three  cases  : 

Case  I. — Mrs.  H.  S.,  aged  twenty-eight  years  ;  married  ;  mother 
of  five  children.  Pelvic  peritonitis  due  to  gonorrhoeal  infection. 
Pelvis  filled  with  masses.    Vaginal  hystero-salpiugo-oophorectomy 
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October  2,  1895;  multiple  clarap  method.  The  patient  made  a 
prompt  and  uncomplicated  recovery,  and  was  permitted  to  leave 
the  bed  on  the  twelfth  day  after  operation.  Two  days  later  she 
complained  of  sore  throat,  and  on  the  morning  of  the  following 
day  of  stiffness  of  the  neck  and  difficulty  of  deglutition.  As  the 
day  progressed  these  symptoms  increased  in  severity,  and  with  the 
appearance  of  trismus  and  opisthotonos  it  became  evident  that  the 
patient  was  suffering  from  tetanus.  The  first  convulsive  attacks 
occurred  late  in  the  afternoon  and  confirmed  the  diagnosis.  The 
patient  died  October  19th,  seventeen  days  after  operation.  Tem- 
perature at  death  108.6°. 

At  the  time  when  this  sad  accident  occurred  I  was  at  a  loss  to 
explain  to  my  satisfaction  the  source  of  the  infection.  I  believed 
that  the  bacilli  had  entered  the  system  through  slight  abrasions  at 
the  vaginal  opening,  due  to  pressure  of  the  clamps.  As  soon  as 
the  diagnosis  was  established  these  abrasions,  which  were  almost 
healed  and  did  not  look  suspicious,  were  thoroughly  disinfected 
with  a  concentrated  bichloride  solution.  Immediately  after  the 
death  of  the  patient  I  excised  some  of  this  excoriated  tissue,  and 
tetanus  bacilli  were  found  in  great  abundance.  While  the  presence 
of  the  bacilli  in  the  vagina  was  thus  demonstrated,  their  origin 
could  not  be  traced. 

It  is  my  rule  to  remove  the  gauze,  which  at  the  operation  is 
introduced  into  the  abdominal  cavity  to  cover  the  clamps  and  to 
prevent  injury  to  the  bowel,  on  the  fourth  day.  The  cavity  is  then 
flushed  with  a  sterilized  creolin  solution  and  a  piece  of  iodoform 
gauze  reintroduced.  This  dressing  is  changed  daily  until  the  eighth 
day,  when  I  leave  the  gauze  out.  A  vaginal  creolin  douche,  made 
with  filtered  water,  is  then  given  by  the  nurse  once  a  day  until  the 
patient  is  discharged. 

Although  we  never  succeeded  in  finding  tetanus  bacilli  in  the 
filtered  water,  which  was  examined  at  various  times,  I  looked  upon 
it,  in  the  absence  of  other  evidence,  as  the  probable  carrier  of  the 
infection.  This  view  is  supported  by  the  investigations  of  F.  B. 
Hancock  and  J.  C.  Hirst,1  who  in  1897  reported  five  cases  of  puer- 
peral tetanus.  In  three  of  these  cases  the  infection  is  attributed  to 
intra-uterine  douches  made  with  unsterilized  water  which  was  shown 


1  University  Medical  Magazine,  vol.  ix.  p.  750. 
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to  be  contaminated  by  tetanus  bacilli.  The  only  case  of  tetanus 
following  vaginal  hysterectomy  which  I  have  found  in  literature 
occurred  in  Landau's  clinic  and  is  published  by  Maiuzer.1  The 
patient  died  on  the  ninth  day  post  operationem  ;  the  source  of  the 
infection  could  not  be  ascertained. 

Case  II. — Mrs.  A.  S.,  aged  thirty-eight  years;  mother  of  two 
children  ;  invalid  for  years.  Masses  on  both  sides  of  the  uterus, 
which  was  large,  retroverted,  and  adherent  to  bowel  and  omentum. 
Vaginal  hystero-salpingo-oophorectomy  October  4,  1897.  Patient 
did  well  the  first  two  days  after  operation.  There  was  but  little 
vomiting  after  the  ether.  On  the  third  day  the  pulse-rate  increased 
to  140.  She  had  severe  cramps,  was  nauseated,  and  again  began 
to  vomit.  The  abdomen  was  slightly  tympanitic ;  peristalsis 
increased.  Attempts  to  move  the  bowels  by  cathartics  and  ene- 
mata  were  not  successful ;  only  very  little  gas  was  expelled  by  the 
rectum.  The  following  day  she  seemed  more  comfortable  ;  vom- 
iting had  ceased,  and  she  was  able  to  retain  nourishment.  Her  gen- 
eral condition,  however,  did  not  improve.  The  abdomen  became 
more  distended,  and  though  the  pulse-rate  went  down  to  120  it 
looked  like  a  case  of  intestinal  obstruction.  Examination  per  vagi- 
nam  was  negative;  the  bowel  was  not  adherent  to  the  vaginal 
incision.  Large  doses  of  Epsom  salt  and  a  number  of  enemata 
produced  one  slight  and  two  copious  bowel  movements  in  the  after- 
noon of  the  fifth  day.  The  pulse-rate  came  down  to  104,  while 
the  temperature  remained  around  98°.  The  patient,  though  weak, 
was  in  good  spirits,  and  celiotomy,  for  which  preparations  had  been 
made,  was  postponed.  The  following  morning  she  was  profoundly 
collapsed,  and  died  at  two  o'clock  p.m.,  six  days  after  operation. 
Autopsy  showed  that  two  coils  of  the  ileum,  about  four  inches 
above  the  ileo-cecal  valve,  had  become  adherent,  forming  a  loop 
and  producing  a  flexure  of  the  intestine.  Neither  bowel  nor  omen- 
tum was  adherent  to  the  vaginal  incision. 

This  case  demonstrates  the  difficulty  of  an  early  definite  diagnosis 
of  intestinal  obstruction.  It  is  worthy  of  record  that  fecal  vomiting 
did  not  occur  in  this  case.  The  obstruction  was  not  complete,  at 
least  not  on  the  fifth  day,  when  three  bowel  movements  were 
obtained.    This  action  of  the  bowels  was  the  deceptive  feature 


1  Archiv  fur  Gynakologie,  vol.  liv.  p.  464. 
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which  led  me  to  delay  surgical  intervention.  As  records  show, 
ileus  following  vaginal  hysterectomy  is  fortunately  a  rather  rare 
complication. 

Case  III. — Mrs.  F.  R.,  aged  thirty-eight  years;  married; 
mother  of  one  child;  two  abortions.  Patient  was  received  from 
the  medical  ward  October  12,  1897,  with  a  temperature  of  104°. 
It  was  a  desperate  case  of  gonorrheal  infection,  with  the  pelvic 
organs  agglutinated  into  one  mass,  illustrating  the  seriousness  of 
delay  after  palliative  treatment  has  been  found  inadequate  to  effect 
a  cure.  Vaginal  hystero-salpingo-oophorectomy  October  19, 1897. 
The  operation  was  very  difficult.  The  patient  reacted  well  under 
the  use  of  stimulants,  but  remained  weak  and  made  a  slow  recovery 
the  first  ten  days.  From  November  1st,  the  twelfth  day  after 
operation,  she  improved  rapidly  until  November  17th,  when,  pre- 
paring to  leave  the  hospital,  she  complained  of  weakness  and  took 
to  her  bed  again.  On  the  following  day  her  temperature  began  to 
rise  and  remained  high  until  November  29th,  ranging  between  101° 
and  103°.    From  this  day  on  recovery  was  uninterrupted. 

The  cause  of  the  fever  could  not  be  determined.  At  first  I 
thought  that  too  early  closure  of  the  vaginal  incision  had  interfered 
with  drainage  and  that  retained  septic  material  was  responsible  for 
the  elevation  of  temperature.  Repeated  vaginal  examinations,  how- 
ever, showed  the  pelvis  to  be  in  good  condition.  The  abdomen  was 
soft  and  not  distended,  and  the  bowels  responded  promptly  to 
cathartics.  Examination  of  the  heart,  lungs,  and  kidneys  gave 
negative  results.  The  vaginal  creolin  douches  which  had  been 
given  this  patient  were  made  with  distilled  water. 

Several  months  later  I  observed  the  same  symptoms  in  a  patient 
upon  whom  I  had  performed  plastic  operations.  She  had  been 
perfectly  well  until  the  third  week  after  operation,  when  her  tem- 
perature began  to  rise.  This  led  to  further  investigations,  which 
showed  that  the  distilled  water  used  in  the  preparation  of  the  cre- 
olin douches  contained  two  varieties  of  staphylococci — the  staphy- 
lococcus aureus  and  albus.  The  same  organisms  were  found  to  be 
present  in  the  air  around  the  tank  from  which  the  distilled  water 
was  drawn.  As  Mrs.  R.  made  the  impression  of  a  septic  patient, 
I  believe  her  condition  was  due  to  staphylococcus  infection,  and 
I  regard  the  distilled  water  as  the  infecting  medium. 

I  do  not  want  you  to  think  that  the  distilled  water  was  handled 
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in  a  careless  manner.  When  douches  are  prepared  it  is  drawn 
from  a  large  tank,  which  by  means  of  pipes  is  connected  with  the 
distilling  apparatus.  This  tank  is  sterilized  before  every  operation 
by  boiling  in  it  several  gallons  of  the  distilled  water,  which  is 
then  permitted  to  flow  out  and  is  not  used.  The  faucet  is  cleansed 
with  10  per  cent,  carbolized  water  and  sterilized  gauze  wrapped 
around  it.  The  fact  that  the  samples  which  were  shown  to  contain 
the  staphylococci  were  drawn  directly  from  the  tank  into  sterilized 
flasks  makes  it  evident  that  infection  took  place  within  the  faucet. 

I  have  reported  this  case  at  length  to  direct  your  attention  to  a 
source  of  infection  which,  springing  from  the  water  used  in  the 
post-operative  treatment,  is  rather  occult  and  easily  overlooked. 

With  the  exception  of  these  three  cases  I  have  not  met  with  any 
complications.  The  absence  of  the  serious  post-operative  sequels 
which  follow  the  abdominal  procedure  in  similar  conditions  is  the 
most  striking  feature  in  the  subsequent  history  of  the  cases  and  a 
great  comfort  to  both  the  patient  and  the  operator.  I  have  fol- 
lowed up  my  patients  and  have  thus  been  able  to  examine  most  of 
them.  In  every  instance  the  pelvis  was  found  to  be  in  a  satisfac- 
tory condition.  No  complaints  worthy  of  note  were  made.  These 
women  are  practically  well,  able  to  work  and  to  enjoy  life. 

In  conclusion,  I  desire  to  express  my  thanks  to  Dr.  R.  G.  Burns, 
bacteriologist  to  the  Bureau  of  Health  of  Allegheny,  and  Dr.  J. 
Wolf,  bacteriologist  to  the  Allegheny  General  Hospital,  for  the 
numerous  bacteriological  examinations  made  in  the  reported  cases. 


DISCUSSION. 

Dr.  Joseph  Price,  of  Philadelphia. — Mr.  President :  This  is  a 
subject  that,  from  your  experiences,  many  of  you  should  say  something 
about.  Too  many  members  are  thinking  about  their  suprapubic  results 
and  work,  as  most  of  you  are  grounded  in  that  route.  I  value  the  paper. 
It  is  a  most  interesting  presentation  of  the  subject,  and  it  opens  up  rather 
a  new  discussion.  While  some  of  you  may  think  it  is  new,  it  is  not, 
for  we  have  been  discussing  this  subject  for  many  years ;  but  our  dis- 
cussions have  been  so  directed  from  above  the  pubic  arch  that  we  have 
not  considered  it  as  fully  as  we  ought  to  have  done.  An  allusion  was 
made  to  the  absence  of  the  uterus,  and  from  one's  personal  experience 
this  subject  is  worthy  of  careful  consideration.    For  instance,  an  allu- 
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sion  was  made  to  the  sexual  condition  of  patients  following  a  variety 
of  operative  procedures.  To  begin  with  a  reference  to  Porro  opera- 
tions, I  will  say  that  in  a  series  of  seven  of  these  operations  most  of 
the  women  were  sterile  for  many  years,  because  the  tumor  or  patho- 
logical conditions  existed  unfavorable  to  conceptiou.  In  two  or  three 
instances  the  women  had  been  married  ten  or  eleven  years  before 
conception  occurred.  I  did  not  look  into  their  sexual  history,  although 
it  would  have  been  a  simple  thing.  However,  there  have  been  no 
complaints  since  the  Porro  operation.  These  women  live  with  their 
husbands ;  are  happy,  thrifty,  and  rosy,  and  where  I  have  had  an 
opportunity  of  making  inquiry  into  their  sexual  lives  they  have 
always  said  that  the  operation  had  really  improved  their  sexual 
appetites.  In  supravaginal  hysterectomy  by  the  Koeberle  method  we 
rarely  have  complaints.  In  supravaginal  extraperitoneal  hysterec- 
tomies it  is  the  rarest  thing  for  a  woman  or  her  husband  to  complain 
after  the  operation.  You  may  reply  by  saying  that  she  has  a  pelvis 
to  the  coccyx  and  pubic  arch  filled  with  fibroids,  and  the  tumors  bleed 
irregularly.  That  is  true  in  many  of  these  cases.  It  is  difficult  to 
pass  a  catheter  between  the  pubic  arch  and  the  tunors,  and  sexuality 
with  those  patients  is  out  of  the  question. 

Women  with  distended  tubes  and  ovaries  complain  ;  their  husbands 
also  complain,  and  they  complain  more  after  extirpation  following 
suppurative  forms  of  disease  than  they  do  in  malignant  cases.  But 
the  question  of  age  comes  in  here.  There  is  usually  a  difference  of 
ten  or  twenty  years  in  the  age  of  the  patients.  The  tubal  suppura- 
tion is  in  a  young  woman  ;  the  malignancy  occurs  in  a  woman  of 
advanced  years.  Schroder's  point  was  well  taken.  It  has  been  my 
experience.  I  have  done  a  large  number  of  extirpations  for  malig- 
nant disease,  and  I  am  not  prepared  to  say  with  that  large  experience 
that  there  is  much  in  extirpations  for  malignancy.  Sims  went  to 
Boston  and  delivered  a  lecture  for  Oliver  Wendell  Holmes  before 
his  class,  and  took  for  his  text  "  The  Curette"  and  the  repeated  use 
of  the  curette.  Other  very  good  authorities  have  read  papers  on  the 
same  subject,  and  in  my  experience  I  want  to  say  to  you  that  I  have 
prolonged  lives  a  few  months  longer  with  curette  and  cautery  than  by 
extirpation.  Patients  have  lived  fourteen,  sixteen,  or  twenty  months, 
or  even  three  years  after  the  use  of  the  curette  and  cautery,  and  after 
a  clean  extirpation  they  have  only  lived  sixteen,  fourteen,  and  in  some 
cases  not  more  than  twelve  months. 

There  has  been  an  allusion  to  Dr.  Hall's  method  with  which  I  do 
not  agree.  The  enucleation  of  all  fixed  or  adherent  cysts,  in  my 
experience,  has  been  very  much  more  favorable  than  by  the  multiple 
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operation.  I  would  under  no  circumstances  recommend  extirpation 
of  the  uterus  and  tying  or  clamping  of  vessels,  to  be  followed  by  the 
enucleation  of  the  cyst.  The  enucleation  of  such  adherent  growths 
is  a  matter  of  apprenticeship,  of  training  in  pelvic  cleavage. 

I  will  again  refer  to  sexual  relations  following  Porro  operations, 
and  also  to  the  methods  of  extirpation.  After  supravaginal  amputa- 
tions I  believe  the  complaints  are  less  from  a  sexual  stand-point  than 
from  vaginal  extirpations  in  patients  of  the  same  age.  We  must  con- 
sider age  in  discussing  the  nervous  phenomena  incident  to  a  normal  or 
precipitate  menopause.  Take  the  so-called  neurasthenic  patient  who 
has  spent  six  months  or  six  years  in  rest  cures  and  sanitariums ;  in 
the  south  of  France  one  winter  and  in  Los  Angeles  another,  and  who 
has  acquired  the  opium  habit,  and  you  have  a  woman  in  whom,  after 
extirpation  of  the  fixed  and  occluded  appendages,  there  is  an  old  occlu- 
sion with  retention  of  pus  or  water.  She  probably  had  a  miscarriage 
ten  or  twelve  years  previously  ;  you  have  a  patient  with  well-marked 
nervous  phenomena  and  one  not  favorable  for  a  precipitated  meno- 
pause. The  effect  of  an  operation  near  the  normal  menopause  is  thrice 
less  marked  than  in  that  group  of  cases.  This  is  one  of  the  reasons  why 
neurologists  complain  so  bitterly  of  some  of  our  results.  The  neurolo- 
gist has  had  the  patient  on  his  hands  perhaps  for  fifteen  years.  If, 
then,  she  is  operated  upon,  she  makes  a  tedious  recovery  in  his  hands, 
and  he  does  not  recognize  that  his  delay  and  opium  are  wholly  respon- 
sible for  the  tedious  recovery.  As  I  have  remarked,  the  woman  has 
spent  perhaps  fifteen  years  in  sanitariums  and  rest  cures,  having  lost 
thirty  or  forty  pounds,  and  has  shins  that  she  would  not  under  any 
circumstances  exhibit  on  a  bicycle.  And  then  she  complains  of 
creepy,  hot  or  cold  sensations.  The  last  patient  I  examined  was  one 
of  this  kind.  She  had  spent  seven  years  in  rest  cures.  This  patient 
needed  an  operation,  as  several  of  the  organs  were  involved,  among 
them  the  tubes  and  ovaries.  It  would  not  be  an  easy  thing  to  operate 
on  such  a  patient. 

Reference  was  made  to  gonorrhea  and  post-operative  infections. 
Take  that  group  of  cases,  and  it  opens  up  an  interesting  field  for  dis- 
cussion. Really,  among  poverty-stricken  patients  that  appear  at  our 
public  hospitals  and  dispensaries  for  treatment  there  is  nothing  so 
common  as  the  husband  contracting  gonorrhea  or  syphilis  while  his 
wife  is  being  confined  in  the  hospital.  It  is  a  common  thing.  I  look 
upon  it  as  a  miserable  misfortune  of  her  absence,  that  she  is  to  be 
infected  by  gonorrhea  or  syphilis  after  leaving  the  hospital  and 
having  undergone  a  serious  and  complicated  operation  for  which  her 
husband  was  primarily  responsible.    But  to  talk  about  the  gonococcus, 
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we  must  begin  with  the  vulva,  the  vulvovaginal  glands — get  rid  of 
them  by  removing  puriform  tubes  and  ovaries  to  the  cornu  of  the 
uterus.  There  may  be  few  gonococci  in  the  uterus,  more  in  the  vagina, 
and  a  few  in  the  vulvo-vaginal  glands. 

Reference  was  also  made  to  unfinished  or  incomplete  work  with  a 
mortality  of  25  per  cent.  This  mortality  has  been  the  bane  of  gyne- 
cology. A  few  operators  in  this  country  are  now  re-operating  on  all 
the  abandoned  and  unfinished  work,  some  of  them  performing  one  or 
more  a  week.  It  would  take  forty-five  good  operators  a  whole  year 
to  clean  up  the  forty-five  States — that  is,  the  unfinished,  incomplete, 
and  imperfect  work  that  has  been  done  by  the  vaginal  method.  The 
very  men  who  do  this  incomplete  work  by  the  vaginal  method  are  the 
ones  that  argue  against  and  have  practically  abandoned  the  supra- 
pubic route.  Some  of  them  are  now  becoming  convinced  that  the 
abdominal  route  is  the  better  for  dealing  with  many  of  these  cases. 
Notwithstanding  some  surgeons  have  had  a  series  of  a  hundred  and 
fifty  operations,  attended  with  pleasing  or  satisfactory  results,  by  oper- 
ating suprapubically,  some  of  them  have  thrown  up  their  hands  and 
said,  "  no  more  laparatomies." 

Dr.  Blume,  in  his  paper,  referred  to  the  method  of  vaginal  incision 
and  drainage,  reporting  four  cases  iu  forty-two  in  which  it  was  neces- 
sary to  repeat  the  vaginal  punctures.  Most  of  you  will  recall  Dr. 
Kelly's  series  of  thirty-two  or  thirty-seven  cases — I  do  not  remember 
which — where  three  of  the  patients  returned  for  a  second  or  third 
puncture,  and  two  or  more  of  the  thirty-seven  returned  for  abdominal 
section  and  the  removal  of  the  pathological  conditions.  It  is  interest- 
ing to  note  that  four  cases  out  of  thirty-two  required  subsequent  supra- 
vaginal hysterectomy,  or  extirpation  of  everything,  to  cure  them. 

A  word  or  two  with  reference  to  intestinal  obstruction.  The 
vaginal  route  favors  bowel  obstruction.  In  this  series  of  forty-two 
cases  we  have  intestinal  obstruction  on  the  fourth  day.  In  one  case 
the  obstruction  was  relieved.  In  the  case  that  died  the  adhesions 
antedated  the  operation,  and  was  part  of  the  pathology  that  should 
have  been  relieved.  The  operation  had  nothing  to  with  it  except 
that  it  was  incomplete.  Coe,  in  a  series  of  ten  vaginal  hysterectomies 
performed  years  ago,  reports  two  cases  with  death  from  intestinal 
obstruction.  The  pathological  conditions  in  this  group  of  cases  are 
reported  as  angry,  vicious,  the  structures  being  involved  up  to  the  ilio- 
pectineal  line  or  to  the  umbilicus,  and  underlying  the  adherent  omen- 
tum and  bladder,  the  sigmoid  and  cecum  fused  behind  the  uterus  and 
adherent  to  it,  and  we  have  ten  or  twenty  inches  of  ileum  tied  up  in 
figures  of -eight  and  S's  and  fixed — pathological  conditions  that  iuflu- 
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ence  me  wholly  in  the  choice  of  operation.  Removal  of  the  specimen 
is  a  small  part  of  the  operation.  In  a  series  of  one  hundred  cases  of 
pelvic  suppurative  diseases  we  remove  the  appendix  in  fully  10  per 
cent.  What  takes  place  by  the  vaginal  route?  Extirpate  the  uterus 
with  your  figures-of-eight  and  kinks  in  the  bowel,  with  a  descent  of 
the  viscera ;  you  intensify  your  intestinal  obstruction,  and  the  mor- 
tality from  bowel  obstruction  is  really  larger  than  that  recorded.  The 
death-rate  is  much  higher,  and  I  allude  now  to  recent  results. 

Dr.  Sutton  went  to  Dr.  Mann,  in  Buffalo,  and  did  a  vaginal  section, 
after  saying  no  more  laparotomies,  and  the  patient  died.  Jacobs  goes 
to  Mann,  by  invitation,  does  a  vaginal  section,  and  the  patient  dies. 
Segond  goes  to  Buffalo  for  Dr.  Mann,  by  invitation,  performs  a  vagi- 
nal hysterectomy,  and  the  patient  dies.  Here  we  have  three  patients, 
who,  on  the  second  or  third  day  after  operation,  had  distention  and 
vomiting,  and  died  on  the  third  day.  No  post-mortem  examinations 
were  made.  I  may  be  in  error ;  I  do  not  say  that  these  three  deaths 
were  due  to  intestinal  obstruction,  but  I  believe  if  a  post-mortem 
examination  had  been  made  a  kink  in  the  bowel  would  have  been 
found  which  should  have  been  freed  and  repaired  primarily. 

I  thank  you  for  giving  me  the  floor  so  long. 

Dr.  Edwin  Ricketts,  of  Cincinnati. — I  do  not  know  of  any  diag- 
nosis that  covers  so  much  as  pus  in  the  pelvis.  It  reminds  me  a  good 
deal  of  some  of  our  Western  physicians  who  have  fevers  to  contend 
with,  and  when  they  do  not  know  just  exactly  what  to  call  it  they 
simply  diagnosticate  it  as  malaria.  Pus  in  the  pelvis  may  mean  an  ova- 
rian abscess ;  it  may  mean  a  pus-tube ;  it  may  mean  pus  in  one  or 
both  broad  ligaments ;  it  may  mean  pus  in  the  wall  of  the  uterus  that 
is  extraperitoneal ;  and  it  all  comes  under  the  diagnosis  of  pus  in  the 
pelvis.  It  is  the  differentiation  that  I  want  to  dwell  upon  more  espe- 
cially, and  I  wish  to  say  that  in  a  case  that  came  recently  under  my 
observation  five  weeks  after  confinement,  it  being  the  seventh  case  of 
infection  following  delivery  by  a  midwife,  there  was  distention  of  the 
bowels.  Peritonitis  was  present,  and  upon  vaginal  examination  on 
the  right  side  of  the  uterus  was  a  mass  to  be  felt.  It  was  difficult  to 
make  the  diagnosis  in  this  case  or  to  differentiate  as  to  whether  the 
pus  was  extraperitoneal,  whether  in  the  wall  of  the  uterus,  whether  it 
was  a  pus-tube,  or  whether  it  was  an  abscess  that  was  beginning  to 
make  its  appearance  above  the  iliac  crest.  Being  satisfied  that  the 
abdomen  had  to  be  opened,  the  combined  method  was  used.  The 
abdomen  being  opened  and  the  uterus  being  found  patulous,  the  right 
index  finger  was  thrust  into  that  dilatation,  and  two  ounces  of  pus 
were  turned  out  of  the  uterus  and  nearly  a  pint  of  fluid  was  found 
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in  the  abdominal  cavity.  The  uterus  was  pulled  up,  and  the  perito- 
neal covering  was  not  broken  through  near  the  abdominal  cavity  by 
thrusting  the  index  finger  through  the  uterus  in  that  way.  The  tubes 
and  ovaries  were  found  all  right.  The  uterus  was  packed  and  a  satis- 
factory recovery  was  made  in  this  case.  The  abdominal  cavity  was 
drained.  In  this  case  peritonitis  existed  ;  in  spite  of  our  best  efforts 
Ave  had  a  stitch-hole  abscess  in  every  puncture  of  the  needle.  One  of 
the  points  I  wish  to  emphasize  is  the  infective  character  of  the  perito- 
nitis in  this  case. 

Mr.  President  and  gentlemen,  I  am  not  here  to  advocate  the  vagi- 
nal route  in  all  cases  of  pus  in  the  pelvis,  it  makes  no  difference  where 
the  pus  may  be.  I  have  a  case  under  observation  now,  the  sixth  week 
following  delivery,  the  wife  of  a  physician,  in  which  there  is  infection. 
The  temperature  rose  to  105.5°,  then  going  down  to  99°  and  99.5°. 
Under  two  examinations  wTith  chloroform  I  have  been  unable  to  locate 
pus  in  either  instance.  I  have  tried  to  save  the  stomach,  and  she  is 
making  good  progress.  In  the  case  referred  to,  in  which  the  pus  was 
in  the  wall  of  the  uterus,  I  am  quite  sure  some  of  the  advocates  of 
vaginal  hysterectomy  would  have  done  this  operation,  and  would  have 
shown  us  the  pus  and  claimed  it  was  a  victory  for  the  vaginal  route. 
But  I  wish  to  say  that  that  patient  has  her  uterus,  ovaries,  and  tubes 
intact,  and  I  expect  in  time  to  deliver  her  of  a  healthy  child. 

Mutilation  of  these  women  is  a  question  for  serious  consideration. 
The  argument  made  use  of  by  the  last  speaker  (Dr.  Price) — that  in 
opening  the  abdomen  in  6  per  cent,  we  remove  the  appendix — I  agree 
with.  Those  who  advocate  the  vaginal  route  altogether  do  not  have 
the  advantages  in  dealing  with  this  class  of  cases  that  surgeous  do  who 
operate  suprapubically. 

Dr.  Rufus  B.  Hall,  of  Cincinnati. — I  want  to  commend  the 
essayist  on  his  very  concise  and  interesting  paper.  While  we  may 
not  all  agree  as  to  the  manner  in  which  we  attack  pus  in  the  pelvis, 
nevertheless  I  believe  this  contribution  is  of  great  value.  I  am  not 
willing  as  yet  to  say  that  I  will  attack  all  of  these  cases  through  the 
vagina,  where  we  must  sacrifice  both  sides ;  but  I  am  willing  to  say 
that  there  are  cases  coming  under  my  observation  where  I  believe 
vaginal  section  with  drainage  is  a  life-saving  operation,  and  personally 
I  am  inclined  to  limit  the  operation  to  those  few  cases.  For  instance, 
Dr.  Blume  cited  one  or  two  cases  that  were  transferred  to  the  medical 
ward  with  a  temperature  of  105°  ;  they  were  treated  for  a  week  for 
typhoid  fever.  Before  entering  the  hospital  the  patients  were  already 
septic  and  undoubtedly  had  large  accumulations  of  pus.  These  patients 
might  have  recovered  from  vaginal  section  and  drainage.    Perhaps  a 


68 


DISCUSSION. 


hysterectomy  might  not  have  been  required,  but  simply  letting  the  pus 
out,  allowing  the  women  to  recover  from  their  sepsis,  and  then  doing 
a  radical  ojjeration  when  they  were  not  septic,  if  incision  and  drainage 
did  not  effect  a  cure.  I  am  inclined  to  do  hysterectomy  in  pus  cases. 
If  I  attack  them  through  the  vagina  I  do  this  temporary  operation 
for  the  reasons  advocated  by  the  j>revious  speakers.  There  is  such  a 
large  number  of  cases  with  adhesions  to  the  viscera  that  successful 
and  satisfactory  work  cannot  be  accomplished  by  the  vaginal  route. 
I  cannot  remove  an  appendix  for  appendicitis  or  a  suppurating  ovary 
and  do  as  nice  an  operation  through  the  vagina  as  I  can  if  I  open  the 
abdomen.  I  cannot  liberate  the  coils  of  ileum,  cut  off  omentum  with 
suppurating  cavities,  and  do  as  complete  an  operation  vaginally  as  I 
can  by  the  abdominal  route.  I  quite  agree  with  the  author  in  one 
assertion.  Taking  these  cases  as  they  come,  one  with  another,  after 
hysterectomy  patients  suffer  less  from  reflexes.  This  is  especially  true  in 
a  young  woman.  If  she  is  under  thirty-five  and  the  uterus  is  removed, 
if  you  do  an  abdominal  operation  and  remove  the  uterus,  the  patient 
suffers  less  from  reflex  troubles  than  she  does  if  you  leave  the  uterus. 
That  is  my  personal  experience.  In  answer  to  the  question  of  Dr. 
Price,  he  did  not  understand  the  subject  in  hand  when  he  referred  to 
removal  of  adherent  cysts  in  doing  hysterectomy.  This  subject  will 
come  before  the  Association  later,  for  I  propose  to  show  some  speci- 
mens and  photographs  and  introduce  the  subject  for  discussion.  I  do 
not  propose  to  do  hysterectomy  for  the  removal  of  adherent  cysts,  but 
for  an  entirely  different  purpose. 

Dr.  Charles  Greene  Cumston,  of  Boston. — Suppurative  condi- 
tions within  the  pelvis,  considered  generally,  I  think  demand  different 
treatment  according  to  their  situation,  the  number  of  foci  present, 
the  size  and  nature  of  these  foci ;  and  in  making  our  diagnosis  we  must 
consider  all  of  these  conditions  when  we  take  into  account  the  choice 
of  operation,  whether  it  be  the  vaginal  or  the  abdominal  method. 

I  do  not  wish  to  consider  the  indications  for  vaginal  hysterectomy, 
but  I  agree  with  Dr.  Blume,  that  if  we  are  going  to  resort  to  this 
procedure  it  should  be  complete.  If  the  tubes  are  suppurating  the 
uterus  is  undoubtedly  infected — at  least  microscopical  examinations 
of  all  such  cases  have  shown  the  uterus  in  a  bad  condition,  and  removal 
was  justifiable.  I  think  if  we  remove  the  ovaries  and  tubes  and  leave 
the  infected  uterus  in  situ,  the  patient  will  have  trouble  with  the  uterus 
later  on,  and  if  the  husband  is  a  dissipated  man  she  can  have  a  gonor- 
rhea which  may  result  in  further  trouble  for  her.  In  most  cases  of 
pus  in  the  pelvis,  speaking  in  a  broad  way,  I  think  posterior  colpotomy 
or  incision  of  Douglas's  pouch  is  a  very  trifling  operation,  and  it  is 
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also  a  conservative  procedure.  It  can  be  performed  in  chronic  puru- 
lent lesions  of  the  female  pelvic  organs,  and  also  in  acute  suppurative 
conditions,  with  fever,  where  it  would  be  dangerous  to  do  either  abdom- 
inal or  vaginal  hysterectomy.  Care  must  be  taken  in  all  of  these 
cases,  when  working  in  the  vagina,  to  render  the  canal  aseptic,  because 
I  believe  a  great  deal  of  trouble  subsequently  arises  from  an  improp- 
erly cleansed  vagina,  and  I  would  insist  that  it  is  necessary  to  prepare 
the  vagina  very  carefully. 

I  have  performed  posterior  vaginal  section,  and  I  wish  to  say,  never 
puncture  with  a  trocar.  The  trocar  is  a  dangerous  instrument.  I 
never  use  it.  Always  make  a  clean  incision  with  the  knife  and  open 
the  posterior  cul-de-sac  with  the  fingers  and  empty  the  pus.  I  have 
done  this  successfully  in  gonorrheal  pelvic  peritonitis,  and  in  one  case 
of  abscess  of  the  broad  ligament,  both  being  gonorrheal  patients.  I 
do  not  know  how  many  times  I  have  done  it — I  would  not  like  to  say, 
but  I  am  sure  I  have  done  it  successfully  in  several  instances.  These 
patients  have  done  well,  and  have  never  required  further  operative 
interference  unless  they  passed  into  other  men's  hands,  and  I  know 
of  no  recurrence.  If  the  purulent  collection  is  made  up  of  multiple 
pockets,  vaginal  incision  would  be  inefficient.  It  is  also  inefficient 
when  the  walls  of  the  abscess-cavity  are  thick  and  rigid,  because  they 
do  not  collapse,  and  consequently  the  patient  will  remain  in  a  chronic 
septic  condition.  In  such  cases  vaginal  incision  is  poor  surgery. 
Vaginal  incision,  however,  should  be  preferred  to  vaginal  or  abdom- 
inal hysterectomy  when  the  patient  is  young.  I  have  seen  patients, 
who  were  in  a  bad  condition  before  operation,  recover  entirely  and 
become  mothers  after  vaginal  incision  ;  and  there  is  one  thing  cer- 
tainly in  favor  of  vaginal  incision,  as  pointed  out  by  Dr.  Blume, 
namely,  that  it  is  not  a  serious  operative  procedure  ;  if  it  does  not 
bring  about  the  desired  result  we  can  later  resort  to  either  abdominal 
or  vaginal  hysterectomy.  It  is  better,  therefore,  to  give  a  patient  a 
chance  to  retain  not  only  her  uterus,  but  the  tubes  and  ovaries.  From 
what  I  know  of  this  operation  fistules  are  not  very  frequent,  and  if  a 
fistula  does  result  it  is  because  the  operation  was  badly  chosen  in  the 
given  case. 

Dr.  James  F.  W.  Ross,  of  Toronto,  Canada. — Last  year,  after  the 
meeting  of  this  Association,  we  had  a  meeting  of  the  British  Medical 
Association  in  Montreal,  and  I  was  asked  to  take  part  in  the  discus- 
sion of  the  vaginal  versus  the  abdominal  route.  For  some  time  it 
puzzled  me  to  find  out  why  it  was  that  the  vaginal  route  suddenly 
took  such  a  hold  upon  the  profession  and  became  so  popular.  It  was 
a  mystery  to  me.    I  gained  at  that  time— by  forcing  the  discussion, 
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which  was  very  animated — the  information  that  there  are  certain  hos- 
pitals to  which  are  attached  gynecologists  or  gynecic  surgeons,  if  I 
may  so  call  them.  A  peculiar  rule  is  in  force,  that  when  the  abdomen 
is  to  be  opened  the  general  surgeon  of  the  hospital  has  to  do  it ;  but 
that  when  it  is  necessary  to  operate  by  the  vagina  in  these  institu- 
tions the  gynecologist  is  allowed  to  proceed.  This  rule  was  a  prime 
factor  in  bringing  the  vaginal  route  into  favor.  The  men  doing  this 
work  in  this  country  belonged  to  such  hospitals,  and  there  were  hos- 
pitals in  which  they  were  not  allowed  to  open  the  abdomen.  Then, 
suddenly,  such  men  as  Drs.  Price,  Davis,  McMurtry,  Carstens,  and 
other  men  who  had  been  doing  abdominal  operations  for  years,  were 
told  that  their  work  was  useless ;  that  they  had  been  working  in  the 
dark  ;  the  women  were  not  cured.  This  was  nonsense.  Undoubtedly 
many  of  us  have  operated  for  pus  tubes,  and  the  women  are  enjoying 
perfect  health  to-day,  without  any  fistulous  openings,  without  any 
septic  uteri  being  left  behind. 

There  is  one  feature  in  connection  with  these  cases  and  with  the 
subject  that  I  wish  to  call  attention  to.  In  speaking  to  Dr.  Mann  the 
other  day  we  talked  over  the  use  of  the  silk  ligature  in  operations 
from  above.  It  is  sometimes  the  cause  of  trouble.  Dr.  Mann  said  to 
me  that  one  woman  with  a  buried  infected  ligature  in  her  abdomen 
was  enough  to  frighten  a  man  from  using  silk  the  rest  of  his  life.  He 
instanced  the  case  of  a  lady  who  had  been  operated  on  three  or  four 
times  for  the  purpose  of  removing  infected  ligatures.  These  silk  liga- 
tures will  become  embedded,  and  adhesions  will  become  so  dense  that  it 
is  almost  impossible  to  remove  them.  I  believe  the  day  of  catgut  is 
coming  fast ;  I  believe  before  long  we  will  cease  using  silk  in  our 
abdominal  operations,  and  will  be  using  catgut,  and  the  danger 
from  the  formation  of  sinuses  from  silk  ligatures  will  have  then 
ceased. 

At  this  meeting  of  the  British  Medical  Association  the  question  of 
vaginal  hysterectomy  for  cancer  was  also  discussed,  and  I  may  say  that 
my  experience  entirely  agrees  with  that  of  our  distinguished  Fellow 
(Dr.  Price) — that  is,  that  vaginal  hysterectomy  for  cancer,  no  matter 
how  early  it  is  done,  is  not  as  satisfactory  an  operation  as  we  can 
desire,  and  while  cases  are  reported  in  our  medical  journals  that  have 
lived  for  four  or  five  years,  that  this  is  not  the  general  rule.  I  have 
done  vaginal  hysterectomy  for  malignant  disease  of  the  fundus,  where 
there  was  no  evidence  of  infection  outside,  in  two  cases.  And  the 
patients  have  returned  with  the  disease  at  the  end  of  twelve  months. 

The  curette  and  cautery,  or  high  amputation  of  the  cervix  after  the 
method  of  Byrne,  has  been  as  satisfactory  as  vaginal  hysterectomy  in 
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my  liauds,  if  not  more  so.  The  patients  live  just  as  long  after  this  less 
dangerous  operation  as  they  do  after  vaginal  hysterectomy. 

Reference  has  been  made  to  hysterectomy  by  Dr.  Hall's  method  for 
intraligamentous  cyst.  I  do  not  think  such  an  operation  should  be 
done  for  intraligamentous  cyst.  A  great  deal  depends  upon  the  tech- 
nique employed.  I  will  state  that  I  undertook  to  remove  two  intra- 
ligamentous cysts  within  the  last  ten  days.  These  cysts,  first  of  all, 
should  be  partly  enucleated  close  to  the  pearly  lining  before  they  are 
punctured  ;  after  that  the  remaining  portion  of  the  enucleation  can  be 
carried  out  much  better  with  collapse  of  the  cyst  wall.  If  the  pearly 
lining  of  the  tumor  is  kept  close  under  the  eye  in  peeling  back  the 
adhesions,  there  will  be  only  two  or  three  veins  that  will  give  rise  to 
any  trouble  in  the  way  of  hemorrhage.  Undoubtedly  many  of  you 
who  have  had  these  cases  to  contend  with  have  found  the  same  thing. 
While  I  am  satisfied  that  vaginal  hysterectomy  is  right  enough  for 
cancer,  it  is  not  the  best  operation  for  dealing  with  fibroid  tumors. 
There  is  a  danger  that  has  already  revealed  itself  in  connection  with 
the  operation  of  vaginal  hysterectomy  for  the  removal  of  fibroid  tumors, 
and  that  danger  is  the  too  frequent  removal  of  small  growths  that  do 
not  demand  operative  interference  and  that  should  be  left  alone,  as 
patients  can  frequently  bear  children  even  with  these  tumors  present. 
I  have  recently  had  a  case  demonstrating  this  fact.  A  lady  had  a 
small  fibroid  tumor,  was  married  for  seventeen  years  without  becoming 
pregnant,  and  two  months  ago  bore  a  living  child.  I  saw  her  within 
the  first  month  of  pregnancy  and  watched  her  until  the  child  was  born. 
I  was  prepared  to  do  a  Cesarean  section  if  the  presence  of  the  tumor 
proved  an  obstacle  to  labor.  She  was  delivered  in  the  ordinary  way 
and  had  not  a  difficult  labor.  She  would  have  had  no  child  had  she 
fallen  into  the  hands  of  one  of  those  who  are  rather  prone  to  remove 
small  fibroid  tumors  by  vaginal  hysterectomy. 

Dr.  L.  H.  Dunning,  of  Indianapolis,  Ind. — I  have  greatly  enjoyed 
this  discussion.  I  believe  it  will  be  the  means  of  bringing  us  closer 
together  in  our  belief  and  practice.  I  shall  speak  of  only  one  or  two 
points.  First,  in  regard  to  the  character  of  the  suppurative  products 
we  meet  with  which  will  call  for  different  kinds  of  procedure.  In  the 
eighteen  cases  described  by  the  essayist,  in  which  he  found  pus  accu- 
mulations exceedingly  large,  extending  as  high  as  the  umbilicus,  fixed, 
and  extending  down  into  the  vagina,  it  has  been  my  practice,  and  I 
see  no  reason  to  change  it,  for  ten  years  to  do  vaginal  section  in  such 
cases.  In  such  instances,  where  a  vaginal  hysterectomy  is  done,  it  is 
an  impossibility  in  the  majority  of  cases  to  remove  the  pus  sacs.  It 
cannot  be  done.    I  have  tried  it  many  times  myself,  and  I  have  been 
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compelled  to  abandon  it.  Unless  a  man  is  more  dextrous  than  myself, 
he  cannot  accomplish  the  removal  of  these  pus  sacs,  when  fixed,  after 
the  method  that  has  been  described.  Furthermore,  operations  upon 
cases  of  this  sort  from  above  are  attended  with  a  mortality  of  from  18 
to  25  per  cent.  I  suppose  Dr.  Price  has  had  a  much  lower  mortality 
than  that,  but  I  have  not  in  that  class  of  pus  accumulations  in  the 
pelvis  where  they  are  large,  fixed,  and  extend  as  high  as  the  umbilicus. 
I  have  operated  on  fully  fifty  cases  of  this  sort  by  vaginal  incision, 
and  of  that  number  four  only  have  been  returned  for  subsequent 
operation.  All  but  one  of  them  have  made  primary  recoveries.  I 
would  be  glad  to  resort  to  any  operative  procedure  which  will  yield 
better  results,  but  I  have  not  been  able  to  find  any  other  means  that 
would  accomplish  as  much.  In  two  instances  abdominal  section  was 
done,  and  chronic  abscess  removed  by  enucleation  from  above.  In 
two  cases  subsequent  punctures  were  required,  but  the  patients  were 
cured  under  careful  treatment. 

One  of  the  great  objections  to  vaginal  hysterectomy  in  pus  cases  is 
that  the  patient  infects  others.  In  my  hospital  I  am  compelled  to  keep 
two  rooms,  set  aside,  for  the  purpose  of  subsequently  treating  vaginal 
hysterectomy  cases.  We  cannot  take  them  to  the  general  ward,  on  a 
clean  floor,  because  just  as  sure  as  we  do  we  will  have  other  cases 
infected.  Stitch-hole  abscesses  will  appear,  and  it  is  a  matter  of  im- 
possibility to  avoid  them.  In  my  connection  with  three  hospitals  we 
are  compelled  to  isolate  these  cases.  This  is  one  of  the  serious  draw- 
backs to  the  method,  and  it  will  always  remain  so. 

Another  objection  is  the  subsequent  development  of  abscesses  from 
two  to  four  months  after  operation.  You  send  your  patients  home, 
and  a  certain  number  of  them  come  back  to  you  with  abscesses  in  two 
or  three,  or,  perhaps,  four  months  afterward. 

One  other  point  upon  this  subject,  and  I  am  done.  I  will  not  do  a 
vaginal  hysterectomy  or  a  total  supravaginal  hysterectomy  upon  any 
woman  under  thirty  years  of  age,  unless  I  am  compelled  to  do  so  to 
save  life  or  to  rescue  her  from  hopeless  invalidism.  I  could,  if  neces- 
sary, pick  out  from  a  dozen  cases  one  of  vaginal  hysterectomy  without 
any  one  saying  a  word  to  me,  by  the  dejected  countenance  and  by  the 
faded  appearance  of  the  patient. 

One  other  word,  that  is,  regarding  the  enucleation  of  intraligamen- 
tous cysts.  I  believe  we  all  have  cases  in  which,  no  matter  how  care- 
fully we  follow  the  pearly  line  that  has  been  alluded  to,  we  will  have 
the  cyst  wall  practically  under  our  hands  as  we  attempt  to  enucleate 
it.  In  other  cases  an  immense  or  profuse  hemorrhage  will  occur,  and 
I  am  constrained  to  believe  that  I  have  had  two  cases  in  the  last  year 
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in  which  a  fatal  termination  would  have  resulted  had  I  extirpated  the 
uterus  in  both  instances  by  the  Baer  method  ;  I  thus  opened  the  broad 
ligament,  and  to  my  great  delight  I  found  my  hand  just  beneath  the 
cyst  wall,  and  by  carefully  turning  the  hand  and  moving  the  fingers 
gently  enucleated  the  sac.  There  was  very  little  hemorrhage.  I 
would  be  chary  in  condemning  this  method  in  extreme  cases  where  by 
pursuing  old  methods  so  many  patients  die  upon  the  table. 

Dr  B.  Sherwood-Dunn,  of  Boston. — The  remarks  made  by  our 
colleague  from  Indianapolis  in  reference  to  the  septic  condition  in 
which  a  patient  is  left  following  vaginal  hysterectomy  is,  to  my  mind, 
one  of  the  gravest  objections  to  this  operation.  If  the  mortality  rates 
of  surgery  are  more  largely  dependent  upon  aseptic  conditions  than 
upon  any  other  one  factor,  then  it  is  necessary  for  us  to  exclude  from 
our  hospitals  septic  cases  that  endanger  the  inmates  with  septic  infec- 
tion. I  think  this  Association  should  feel  indebted  to  Dr.  Blume  for 
his  excellent  paper.  It  is  only  an  additional  evidence  that  is  coming 
to  us  from  all  parts  of  this  country,  that  vaginal  hysterectomy  in  the 
hands  of  the  many  excellent  operators  we  have  at  home  is  being  more 
rapidly  thrashed  into  its  proper  and  legitimate  place  as  a  surgical  pro- 
cedure than  perhaps  in  any  other  country. 

Dr.  Blume  referred  to  my  address  at  our  Chicago  meeting,  and,  as 
most  of  the  members  present  know,  I  at  that  time  was  a  pronounced 
advocate  of  vaginal  hysterectomy.  At  that  time  I  had  just  returned 
from  a  field  where  it  had  arrived  at  its  most  excellent  degree  of  per- 
fection, and  was  practised  to  a  large  extent  by  the  masters  of  that  par- 
ticular operation,  and  which  in  their  hands  had  shown  a  favorable  rate 
of  mortality  that  has  never  been  equalled  by  any  other  kind  of  opera- 
tion. But  in  the  hands  of  our  surgeons  at  home  the  consensus  of 
opinion  is— and  in  this  respect  I  add  my  own  testimony — that  the  per- 
fection of  technique  of  hysterectomy  by  the  vaginal  route  exceeds  in 
difficulty  that  by  the  abdomen  to  a  great  degree.  The  complications 
that  follow  this  operation  exceed  in  great  degree  those  by  the  abdom- 
inal route.  The  danger  to  the  ureters,  to  the  bowel,  the  danger  of 
post-operative  hemorrhage,  are  all  very  much  greater  by  the  vagina 
than  they  are  by  the  abdominal  route.  Since  I  have  had  the  advan- 
tage of  three  years'  experience  at  home,  and  have  seen  the  wonderful 
results  of  abdominal  surgery  in  my  native  land,  I  have  practically 
abandoned  vaginal  hysterectomy, and  have  relegated  it  to  a  few  selected 
cases,  where  I  am  fearful  of  the  death  of  my  patient  by  the  suprapubic 
operation,  and  I  look  upon  it  as  only  a  tentative  procedure.  It  is 
rarely  complete ;  it  is  a  difficult  operation  to  make  complete,  and  in 
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many  cases  it  will  be  followed  by  a  second  operation  through  the 
abdominal  wall. 

In  respect  to  the  treatment  of  pus  in  the  pelvis  by  the  abdominal 
route,  this  Association  has  to  consider  that  in  the  hands  of  such  Fel- 
lows as  our  distinguished  Dr.  Price,  who,  I  think,  is  acknowledged  to 
be  second  to  no  abdominal  operator  in  the  United  States,  and  in  the 
hands  of  Dr.  Ross,  who  holds  the  same  position  in  our  northern  neigh- 
borhood, they  can  undertake  the  successful  treatment  of  important  and 
dangerous  cases  that  the  majority  of  us,  who  have  not  had  extended 
opportunities  or  the  experience  they  possess,  cannot  approach  with  the 
same  fortitude.  Therefore,  I  do  not  think  it  is  just,  neither  do  I  think 
it  is  practicable,  to  condemn  palliative  and  tentative  operations  in  the 
hands  of  those  who  are  less  experienced,  and  who  by  vaginal  incision 
and  evacuation  of  pus,  and  other  operations  of  a  kindred  character, 
save  the  lives  of  their  patients  who  probably  would  die  were  such 
operations  undertaken  through  the  abdominal  wall. 

There  is  one  thing  I  do  not  think  has  ever  been  discovered  or 
acknowledged  by  operators  in  general  in  America  with  respect  to  vagi- 
nal hysterectomy,  that  is,  that  the  after-treatment  of  the  patients  is 
fully  as  important  in  respect  to  their  ultimate  recovery  as  is  the  tech- 
nique of  the  operation  itself.  In  the  papers  that  have  come  under  my 
notice  on  this  subject,  and  in  the  discussions  I  have  heard  in  this  and 
kindred  societies,  I  have  observed  a  great  diversity  as  regards  the  after- 
treatment  of  patients,  no  two  men  practising  the  same  line  of  after- 
treatment.  Any  one  of  us  who  will  visit  the  clinics  of  the  great 
operators  who  are  the  exponents  of  this  operation  abroad — Jacobs, 
Richelot,  Doyen,  Lucas  Championniere,  and  others — will  see  nothing 
but  the  operation.  We  do  not  walk  the  wards  and  see  the  after-treat- 
ment of  the  cases.  In  this  respect  we  are  weak.  My  exceptional 
opportunities  in  being  attached  to  the  service  there  for  many  years 
brought  this  to  my  attention ;  but  I  cannot  take  up  the  time  of  the 
Association  in  going  into  its  details. 

In  respect  to  the  three  deaths  that  took  place  in  Dr.  Mann's  service 
in  Buffalo,  in  which  celebrated  operators,  like  Sutton,  Jacobs,  and 
Segond,  took  part,  there  is  food  for  reflection.  I  can  only  account  for 
it  in  that  possibly  they  were  given  patients  in  a  dying  condition  to 
operate  upon ;  it  is  a  misfortune,  for  the  bad  statistics  that  followed 
their  operations  when  they  visited  our  country  are  enormous ;  and 
they  were  in  a  large  measure,  as  I  have  since  learned,  due  to  the  fact 
that  they  were  given  cases  which  none  of  us  would  operate  on,  or 
would,  at  least,  hesitate  to  do  so.  These  patients  were  in  a  practically 
dying  condition.   On  the  other  hand,  for  perfect  technique  and  for  the 
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facility  of  carrying  out  this  operation,  an  operator  is  largely  wedded 
to  his  own  armamentarium.  He  is  practically  lost  if  he  does  not 
get  his  own  instruments  and  his  own  assistants.  He  is  taken  out  of 
an  environment  in  which  he  has  operated  upon  hundreds  of  cases. 
The  success  of  this  operation  in  the  hands  of  those  gentlemen  depends 
largely  upon  the  environment.    It  is  not  so  in  suprapubic  work. 

You  will  all  remember  that  Professor  Segond  came  to  this  country 
to  show  how  easy  it  was  to  extirpate  four,  eight,  ten,  and  twelve  pounds 
of  fibromyomata  through  the  vaginal  route.  In  the  mean  time  he  saw 
a  great  deal  of  abdominal  work  by  our  best  operators,  and  within 
thirty  days  after  his  return  wrote  a  paper  for  the  celebrated  Surgical 
Society  of  Paris,  which  was  published  in  the  Revue  de  Gynecologie, 
and  translated  into  many  languages,  the  title  of  which  was  "Abdom- 
inal Hysterectomy  for  Fibroids,  and  the  Superiority  of  the  American 
Method  over  all  Others." 

Jacobs  came  to  this  country  on  a  missionary  tour  to  convert  Ameri- 
can surgeons  to  vaginal  hysterectomy.  He  returned  to  Brussels  a 
convert  to  the  suprapubic  operation,  and  recently  told  Dr.  Lapthorn 
Smith  in  his  clinic  that  he  considered  it  the  operation  of  choice  for 
total  extirpation  of  the  uterus  and  its  appendages. 

As  to  cancer,  I  do  not  believe  the  majority  of  American  operators 
will  support  me — especially  Drs.  Kelly,  Wylie,  and  others,  who  have 
done  large  series  of  vaginal  hysterectomies — in  saying  that  abdominal 
hysterectomy  is  the  operation  of  choice  for  cancer.  Through  the 
abdominal  wall,  with  sounds  in  the  ureters,  you  can  dissect  out  through 
the  broad  ligaments,  not  injuring  either  of  those  organs.  You  can 
bring  the  intrapelvic  glands  into  view  and  extirpate  them  if  any  of 
them  are  diseased.  It  is  possible  to  do  an  operation  for  cancer  by  the 
abdominal  route  that  it  is  impossible  to  do  by  the  vagina. 

As  regards  the  treatment  of  pus  in  the  pelvis  by  vaginal  hysterec- 
tomy, I  believe  it  is  the  method  of  choice,  and  I  should  not  be  at  all 
surprised  if  ultimately  this  operation  would  be  relegated  to  that  domain 
in  surgery. 

With  respect  to  leaving  the  uterus  in  situ  when  the  appendages  are 
removed,  and  its  usefulness  there,  we  have,  first  of  all,  the  old  argu- 
ment that  it  is  the  keystone  of  the  pelvic  floor,  which  is  a  good  one. 
It  takes  but  a  short  experience  in  the  treatment  of  diseases  of  women 
to  discover  that  the  seat  of  sexual  pleasure  is  often  located  in  the 
female  cervix.  The  first  law  of  nature  is  self-preservation  ;  the  second 
is  the  propagation  of  our  species,  and  the  Divine  Creator  has  implanted 
in  the  human  heart  and  mind  a  desire  for  sexual  intercourse  which 
never  can  be  eliminated,  and  where  two  people  are  yoked  together  for 


76 


DISCUSSION. 


life  and  this  relation  is  obnoxious  to  either  one  or  the  other,  unhappi- 
ness  in  that  family  is  bound  to  creep  in  sooner  or  later. 

I  think  there  is  one  thing,  in  speaking  of  leaving  the  uterus  and 
robbing  it  of  its  appendages,  that  has  not  been  mentioned  in  this  dis- 
cussion, that  is,  we  all  know  that  just  as  soon  as  this  organ  is  robbed 
of  the  ovaries  and  tubes  it  immediately  begins  to  atrophy,  and  after  a 
shorter  or  longer  period  of  time  it  becomes  a  small  and  inoffensive 
organ,  and  I  do  not  agree  with  our  foreign  colleagues,  principally  Pro- 
fessor Richelot,  of  Paris,  that  when  the  adnexa  are  removed  the  uterus 
remains  a  dead,  inoperative,  and  valueless  organ  in  the  female  pelvis. 
There  is  much  said  by  certain  operators  in  respect  to  making  amputa- 
tion and  leaving  the  cervix  on  the  floor  of  the  pelvis.  If  you  leave 
the  cervix,  why  not  leave  the  whole  organ  ?  If  you  amputate  at  the 
cervix  you  are  more  liable  to  have  infection  and  after  trouble  with  the 
case ;  if  you  leave  the  whole  organ  you  do  not  face  the  same  com- 
plication. In  this  respect  I  have  changed  my  opinion  since  I  have 
resorted  to  it.  I  was  of  the  opinion  at  one  time  that  the  uterus  was  a 
useless  organ  and  ought  to  be  removed.  I  think  so  no  longer,  and 
if  the  uterus  must  be  sacrificed,  then  I  favor  leaving  the  cervix. 

I  have  been  exceedingly  pleased  in  listening  to  the  paper  and  to  the 
discussion  which  it  has  elicited. 

Dr.  W.  E.  B.  Davis,  of  Birmingham,  Ala. — The  position  of  the 
French  surgeons  has  been  clearly  defined  by  Dr.  Ross.  They  were 
compelled  to  do  their  work  through  the  vagina,  and  in  order  to  reach 
the  pelvis  the  uterus  was  removed.  They  asserted  that  its  removal  was 
necessary  for  the  good  of  the  patient,  when  in  fact  it  was  only  done  to 
allow  them  to  better  operate  by  that  route.  To  do  conservative  sur- 
gery it  is  necessary  to  operate  by  the  abdominal  route,  and  it  is  very 
conclusively  shown  that  radical  surgery  must  be  done  in  the  same  way. 
However,  vaginal  incision  and  drainage  has  a  large  field,  as  has  been 
pointed  out.  There  is  a  great  deal  of  difference  in  operating  upon  old 
gonorrheal  cases  and  upon  fresh  puerperal  ones.  Unquestionably  all 
cases  following  the  puerperal  state,  where  the  trouble  is  local,  and  the 
surgeon  can  place  his  finger  upon  a  mass  on  the  side  or  behind  the 
uterus,  can  be  dealt  with  better  by  the  vaginal  route  than  by  the 
suprapubic.  I  do  not  care  how  skilful  the  surgeon  may  be,  I  believe 
he  makes  a  mistake  when  he  opens  the  abdomen  to  deal  with  such 
cases.  The  operation  of  vaginal  incision  and  drainage  is  so  sinrple  and 
devoid  of  danger  that  we  should  give  them  the  benefit  of  this  proced- 
ure. We  must  remember  that  some  of  these  cases  will  come  back  for 
subsequent  operation  ;  but  we  should  be  willing  to  give  young  women 
several  operations,  if  necessary,  to  save  important  organs.    The  possi- 
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bility  of  preserving  these  organs  means  more  to  them  than  the  danger 
of  having  to  undergo  a  second  or  third  operation. 

A  young  woman  from  Mississippi  came  to  me  about  eighteen  months 
ago,  and  I  found  a  mass,  quite  small,  behind  the  uterus.  The  patient 
was  septic.  This  was  five  weeks  after  she  had  been  delivered  at  term. 
In  curetting  the  uterus  I  cut  through  it,  making  an  opening  as  large 
as  my  index  finger.  I  did  not  remove  the  uterus,  but  made  an  incision 
behind  it,  drained  the  abscess  with  gauze,  and  according  to  last  account 
the  woman  is  pregnant  six  months  and  doing  well. 

Dr.  Charles  A.  L.  Reed,  of  Cincinnati,  O. — I  have  given  some 
thought  to  this  question  of  the  alternate  route  in  operations  for  sup- 
purative conditions  within  the  pelvis,  and  I  have  had  some  experience 
that  has  been  not  without  its  value,  at  least  to  myself.  When  these 
innovations  come  from  the  hands  of  respectable  and  serious  operators 
with  results  that  seem  to  justify  their  serious  consideration,  I  feel  it  is 
our  duty  to  put  them  to  the  test  of  practical  experience,  and  that  has 
been  my  method  with  regard  to  the  vaginal  operation  for  pus  in  the 
pelvis.  I  have  endeavored  to  deal  with  these  cases  by  that  route  as 
carefully  and  as  conscientiously  as  possible,  and  I  may  say  that  I  have 
since  been  doing  this  work  by  the  abdominal  method.  My  remarks 
at  once  imply  that  I  have  abandoned  the  vaginal  route  and  have 
returned  to  the  principle  of  operating  by  abdominal  incision.  I  have 
done  so  for  the  reasons  that  have  been  recounted  in  this  discussion 
with  so  much  clearness  and  precision.  Operations  by  the  vagina  are 
generally  incomplete.  These  patients  frequently  die  from  the  aggra- 
vation of  a  pre-existing  partial  volvulus  induced  by  old  adhesions  that 
are  not  broken  up.  There  are  complications  that  exist  in  these  cases 
that  cannot  be  brought  under  control,  for  the  reasons  given  in  this 
discussion,  and  it  is  unnecessary  to  reiterate  them.  But  I  have  found 
a  class  of  cases  in  which  I  believe  hysterectomy  is  a  very  important 
concomitant  in  the  course  of  treatment.  I  do  not  attach  very  much 
importance  to  the  question  of  the  physical  value  of  the  uterus  as  the 
keystone  of  an  imaginary  arch.  The  tissues  are  too  flexible,  there  is 
too  much  elasticity  for  us  to  compare  the  pelvic  diaphragm  with  an 
arch  that  sustains  a  bridge,  and  I  have  had  no  difficulty  in  recoveries 
arising  from  this  so-called  keystone  in  the  arch.  But  there  are  cases 
in  which  I  remove  the  uterus,  but  I  do  not  do  so  per  vaginam.  There 
are  cases  of  manifestly  infected  uteri,  those  cases  in  which  the  uterus 
is  soft  and  flabby,  with  recent  acute  infection,  parametric,  if  you 
please,  more  or  less  engorgement,  and  in  those  I  put  on  a  vulsellum 
forceps,  lift  up  the  uterus,  put  in  a  couple  of  ligatures  on  either  side, 
take  out  the  uterus,  stitch  the  peritoneum  over,  and  thus  get  rid  of  a 


78 


DISCUSSION. 


dangerous  element.  In  my  cases  I  do  abdominal  hysterectomy.  It  is 
not  a  difficult  procedure,  and  we  eliminate  factors  which  we  have 
found  to  be  dangerous.  But  I  do  not  proceed  in  these  cases  until  by 
inspection  and  consideration  of  all  the  circumstances  of  the  case  I  am 
convinced  that  the  state  of  affairs  does  exist  with  regard  to  the  case. 
I  may  say  here  that  we  had  the  pleasure  of  seeing  a  case  of  this  kind 
yesterday,  in  which,  after  extirpation  of  the  appendages,  the  soft  and 
flabby  exuding  uterus  was  found  to  be  such  a  menace  to  the  patient 
subsequently,  that  our  distinguished  colleague,  Dr.  Werder,  proceeded 
to  perform  hysterectomy  just  as  I  have  indicated,  a  line  of  practice 
which  I  have  adopted  for  some  time ;  but  that  it  should  be  adopted  in 
all  cases  and  be  made  a  hard-and-fast  rule  with  reference  to  treating 
infected  appendages,  I  do  not  believe. 

This  discussion  has  been  exceedingly  fruitful,  and  I  am  very  glad 
to  add  my  testimony  to  the  value  of  the  contribution  of  Dr.  Blume. 
I  am  sure  it  will  be  frequently  referred  to  in  our  volume  of  Transac- 
tions. 

Dr.  A.  B.  Miller,  of  Syracuse,  N.  Y.— Several  years  ago  I  believe 
our  President  treated  of  the  subject  of  puncturing  uterine  abscesses. 
This  procedure  was  subsequently  condemned,  and  at  the  present  time, 
instead  of  resorting  to  puncture,  the  posterior  cul-de-sac  is  incised,  in 
this  way  evacuating  the  contents  of  the  abscess.  Certain  stress  was 
laid  upon  that  as  a  diagnostic  measure.  We  find  in  many  instances, 
where  the  organs  are  in  place,  the  pelvis  is  filled  with  an  inflammatory 
mass,  and  it  is  difficult  for  us  to  determine  by  digital  examination  the 
amount  of  pus  present  in  the  jielvis,  whether  there  be  a  slight  amount 
in  the  upper  portion  or  a  considerable  amount.  The  condition  is 
described  in  Thomas's  work  as  pelvic  cellulitis,  where  the  whole  pelvis 
is  filled  with  an  inflammatory  mass.  The  point  I  want  to  make  is  this  : 
In  a  case  of  that  character,  it  is  impossible  for  us  by  any  means  of 
diagnosis,  by  palpation  or  conjoined  manipulation,  to  locate  the  posi- 
tion of  the  uterus.  As  a  result,  if  we  make  an  incision,  opening  into 
the  posterior  cul-de-sac,  going  into  the  pelvis,  it  is  possible  that  instead 
of  the  uterus  being  above  the  symphysis  pubis,  the  uterus  is  represented 
by  a  thing  of  this  kind  [illustrating].  In  getting  into  the  posterior 
cul-de-sac  the  point  of  the  scissors  is  thrust  into  the  uterine  pouch, 
and  in  separating  the  blades  of  the  scissors  excessive  hemorrhage  takes 
place.  If  hemorrhage  does  not  take  place  at  once,  it  will  shortly  after, 
and  death  may  result.  I  have  seen  no  mention  of  this  in  the  litera- 
ture or  in  any  discussion  I  have  listened  to.  It  seems  to  me  that  one 
of  the  points  which  should  be  impressed  upon  the  profession  as  a 
diagnostic  measure  is,  that  it  would  be  well  for  us  in  all  instances  to 
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introduce  a  sound  into  the  uterus  to  determine  its  position  before 
resorting  to  puncture.  If  a  patient  is  thoroughly  reduced  in  conse- 
quence of  sepsis  or  the  presence  of  a  large  amount  of  pus,  we  can 
resort  to  vaginal  puncture  and  afterward  do  an  abdominal  section  and 
remove  the  pathological  conditions  entirely. 

Dr.  J.  Henry  Carstens,  of  Detroit. — I  want  to  ask  Dr.  Price  a 
question.  Did  he  ever  operate  for  suppurating  tubes  by  the  vagina 
and  remove  the  uterus? 

Dr.  Price. — Yes,  repeatedly.  I  have  done  vaginal  hysterectomies 
in  large  series  for  many  pathological  conditions,  and  I  am  speaking 
from  practical  experience  and  not  from  any  fancied  preference  for 
the  suprapubic  route.  This  brings  me  back  to  an  important  point. 
The  men  in  this  country  and  abroad  who  for  years  condemned  drain- 
age of  any  character,  stating  positively  that  the  use  of  drainage  was 
an  admission  of  bad  surgery,  etc.,  now  extirpate  the  healthy  uterus 
and  leave  the  diseased  tubes,  and  say  drainage  will  do  the  rest. 

Dr.  Carstens. — Have  you  come  across  any  case  of  pus  tubes  where 
you  thought  it  was  good  surgery  to  remove  pus  tubes  by  the  vagina  ? 

Dr.  Price. — Given  a  case  with  vicious  disease  of  the  tubes  and 
ovaries  without  complications  above,  or  if  I  can  dismiss  complications 
of  every  character  above  the  uterus  and  appendages,  then  I  should 
say  the  vaginal  operation  is  the  operation  above  all  others. 

Dr.  Carstens. — That  is  what  Dr.  Blume  tries  to  make  out  in  his 
paper,  and  there  are  cases  where  the  abdominal  route  is  preferable  to 
the  vaginal.  I  have  asked  these  questions  of  Dr.  Price  in  order  to  set 
him  right.  The  way  we  hear  him  talk,  one  would  think  it  was  decid- 
edly improper  to  do  vaginal  hysterectomy  for  pus  tubes.  We  all  agree 
to  the  position  taken  by  Dr.  Price ;  but  he  has  the  reputation  all  over 
the  country  of  condemning  the  vaginal  route  for  nearly  all  patholog- 
ical conditions,  and  saying  that  it  should  never  be  practised.  Conse- 
quently his  reputation  has  suffered  in  that  respect.  We  now  under- 
stand his  position.  Each  case  is  a  law  unto  itself,  and  must  be  so 
considered  in  dealing  with  it  surgically. 

Dr.  Price. — I  would  like  to  ask  Dr.  Carstens  whether  in  a  given 
case  he  can  dismiss  complications  above  the  uterus  and  the  appendages. 

Dr.  Carstens. — Sometimes  we  can,  and  sometimes  we  cannot. 

Dr.  Price. — Now  you  are  in  deep  water. 

Dr.  Blume  (closing  the  discussion). — I  wish  to  thank  the  Fellows 
of  the  Association  for  the  kind  consideration  given  my  paper.  Dr. 
Price,  in  his  remarks,  stated  that  clamping  the  uterine  arteries  practi- 
cally finishes  the  operation.  This,  certainly,  cannot  be  asserted  of  the 
cases  described  in  my  paper.  Here  the  difficulties  commence  after  the 
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uterine  arteries  are  clamped.  In  my  opinion  vaginal  hysterectomy 
for  pelvic  suppuration  is  indicated  ouly  in  cases  with  extensive  patho- 
logical changes,  chronic  cases,  which  have  passed  through  repeated 
attacks  of  pelvic  peritonitis,  and  these  cases  cannot  be  finished  in  five, 
seven,  or  even  in  fifteen  minutes,  as  some  operators  have  claimed.  I 
fully  agree  that  these  easy  cases  do  not  require  such  radical  procedure. 

With  reference  to  the  remarks  of  Dr.  Davis,  who  advocates  vaginal 
incision  and  drainage,  I  can  confirm  that  this  simple  and  conservative 
procedure  often  yields  good  results  in  acute  cases  with  large  accumula- 
tions of  pus.  But  in  chronic  purulent  conditions,  cases  with  multiple 
centres  of  suppuration,  such  as  under  discussion,  vaginal  section  with 
drainage  has  not  been  satisfactory,  at  least  not  in  my  hands.  As  stated 
in  the  paper,  I  treated  two  of  the  patients  by  vaginal  incision  and 
drainage.  These  women  were  septic  and  exhausted  ;  a  radical  opera- 
tion would  have  been  too  dangerous.  Both  recovered  from  their  septic 
condition,  but,  in  spite  of  washing  out  the  pelvis  and  packing  with 
gauze  for  three  to  four  weeks,  only  a  temporary  relief  was  obtained, 
and  the  radical  operation  was  required  to  effect  a  cure.  One  of  these 
patients,  after  three  weeks'  treatment,  refused  to  be  put  on  the  table 
again,  and  insisted  on  the  removal  of  the  diseased  organs. 

Believing  that  vaginal  incision  and  drainage  is  a  life-saving  opera- 
tion under  certain  conditions,  I  at  first  intended  to  discuss  it  in  my 
paper.  But  my  experience  with  this  procedure  in  chronic  suppurative 
pelvic  lesions — and  only  these  are  under  consideration — is  too  limited  ; 
I,  therefore,  thought  it  best  not  to  debate  this  question;  I  may  be  per- 
mitted to  say,  however,  that  the  tubes  in  these  chronic  pus  cases,  after 
incision  and  drainage,  are  not  in  a  satisfactory  condition  and  will  never 
functionate  again. 

There  is  one  point  in  my  paper  that  has  not  been  discussed,  and  that 
is  the  importance  of  the  after-treatment  of  the  patients.  I  called  atten- 
tion to  the  danger  of  post-operative  infection  by  vaginal  douches. 
Nothing  but  water  sterilized  by  boiling  should  be  used  in  the  prepa- 
ration of  these  douches. 


OPERATIVE  TECHNIQUE  FOR  THE  INTRALIGA- 
MENTOUS OVARIAN  CYSTOMA. 


By  D.  TOD  GILLIAM,  M.D., 

COLUMBUS. 


The  distinguishing  characteristics  of  the  intraligamentous  ova- 
rian cyst  are  the  absence  of  a  pedicle,  the  encapsulation  of  the 
growth,  and  its  proximity  or  intimate  relation  to  important  pelvic 
structures,  such  as  the  ureters,  rectum,  bladder,  and  large  pelvic 
vessels.  Prior  to  the  enucleation  method  as  devised  and  advocated 
by  Miner  in  1869,  the  surgical  treatment  of  these  cases  was  crude 
and  incomplete.  Barring  the  few  cases  in  which  a  pedicle  could 
be  found  or  formed,  radical  removal  of  the  cyst  was  unthought  of. 
The  most  that  was  attempted  was  to  establish  a  permanent  drain- 
age by  fastening  the  cyst-wall  into  the  abdominal  opening,  in  the 
hope  that  the  cyst  would  shrivel  and  disappear.  More  frequently 
than  otherwise  it  refilled,  or  the  patient  succcumbed  to  suppuration 
or  sepsis.  Of  cures  there  were  few.  Miner's  method  marked  a 
new  epoch  in  the  operative  technique  of  the  intraligamentous  cyst, 
and  will  ever  remain  the  foundation  principle  of  its  surgical  treat- 
ment. Still,  the  operation  was  attended  with  so  much  difficulty 
and  danger  as  to  stay  the  hand  of  the  timid  and  disturb  the  equa- 
nimity of  the  boldest  surgeon.  Chief  among  the  dangers  incident 
to  the  operation  was  that  of  hemorrhage.  In  many  cases  this  was 
frightful  from  the  start,  and  continued  with  increasing  severity 
until  the  enucleation  was  completed  or  until  the  woman's  life  went 
out.  Then,  again,  the  difficulties  attending  the  dissection  were  at 
times  almost  insuperable.  Sometimes  the  capsule  was  torn  into 
shreds;  sometimes  the  operator  lost  his  bearings  and  wandered  off 
into  a  maze  of  blood-sodden  and  unrecognizable  tissues;  sometimes 
he  would  awake  to  the  fact  that  he  had  injured  the  rectum,  had 
torn  or  cut  across  the  uterus,  or  would  be  horrified  to  learn  that 
he  had  destroyed  a  ureter  or  had  opened  into  a  trunk  vessel  at  the 
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bottom  of  the  pelvis.  Meanwhile,  with  forceps  and  ligature,  he 
was  busily  engaged  iu  securing  bleeding  vessels,  only  to  open  into 
the  same  vessels  time  and  again  as  he  worked  his  way  downward 
from  plane  to  plane.  Such  an  experience  is  frightful  and  well 
calculated  to  check  the  ardor  of  the  most  enthusiastic  surgeon.  In 
the  elegant  and  expressive  phraseology  of  Goodell,  "  these  are  the 
cases  that  die  on  the  table."  Speaking  on  the  same  subject,  Tait 
says  :  "  It  is  by  no  means  easy  of  performance  and  always  gives 
rise  to  troublesome  hemorrhage.  I  have  three  times  employed  this 
method,  but  am  bound  to  say  that  without  a  good  deal  of  experi- 
ence in  the  separation  of  adhesions  I  would  have  stopped  in  the 
middle  of  the  process  and  left  it  incomplete  on  account  of  its 
difficulties."  But  to  this  distinguished  body  of  representative 
gynecologists,  every  one  of  whom  has  had  personal,  and  I  dare 
say  painful,  experience  along  the  same  line,  it  is  not  necessary  to 
adduce  evideuce  of  this  sort.  Aside  from  the  hemorrhage,  most 
of  the  dangers  incident  to  the  operation  come  from  our  inability  to 
distinguish  one  part  from  another  in  the  midst  of  a  hurried  and 
bloody  dissection,  owing  to  the  effacement  of  landmarks  and  the 
disturbance  of  normal  anatomic  relations.  It  would  be  unfair  to 
assert  that  all  intraligamentous  cysts  are  of  the  type  just  described, 
for,  as  we  all  know,  there  are  some  the  removal  of  which  is  attended 
with  neither  difficulty  nor  danger.  Still,  there  was  a  crying  need 
for  something  better.  The  ashes  of  the  immolated  dead  demanded 
it ;  the  unfortunate  aud  expectant  living  demanded  it ;  and  the 
surgeon  demanded  it,  for  he  was  sick  and  tired  of  playing  the  lead- 
ing role  in  this  red-handed  drama.  That  technique  has  come.  It 
came  in  the  simplest,  easiest  manner  imaginable.  It  came  as  a 
logical  sequence  to  that  which  was  already  familiar  to  every  sur- 
geon ;  it  came  as  almost  every  other  discovery  in  natural  science 
and  many  of  the  most  important  advances  in  surgery  have  come — 
through  the  application  of  well-known  principles  to  new  condi- 
tions. Ever  since  the  days  of  Ambrose  Pare  surgeons  have  been 
tying  trunk  vessels  to  control  hemorrhage  from  distal  branches. 
Notwithstanding  this  fact,  so  well  established  aud  universally 
recognized,  many  years  of  ingenious  but  futile  efforts  were  spent 
in  devising  some  method  for  controlling  the  hemorrhage  from  the 
dropped  pedicle  of  an  amputated  uterus.  At  length  a  voice  at  our 
ear  said,  "  Tie  the  uterine  arteries."     The  suggestion  was  so 


INTRALIGAMENTOUS   OVARIAN  CYSTOMA. 


83 


simple,  so  absurdly  natural,  so  redolent  of  antiquity,  that  our  first 
impression  was  not  so  much  that  of  admiration  for  the  discovery 
as  of  disgust  for  our  own  stupidity.  We  exclaim,  "  Well  !  well  !" 
and  go  out  forthwith  to  hang  ourselves  in  effigy.  Returning,  we 
erect  a  tablet,  and  on  it  we  inscribe,  "  Great  is  Baer  of  Philadel- 
phia." It  did  not  strike  us  as  anything  new;  it  never  does.  It 
was  simply  the  application  of  old  and  well-known  principles  to 
new  conditions,  aud  yet  this  does  not  detract  in  the  least  from  the 
value  of  the  discovery  nor  abate  our  admiration  for  the  author  of 
it.  In  our  eager  quest  for  means  and  methods  we  are  too  prone 
to  move  with  hose  in  air,  crossing  paths  that  we  should  follow. 
I  shall  now,  in  as  few  words  as  possible,  endeavor  to  trace  the 
process  of  evolution  of  the  operative  technique  for  the  intraliga- 
mentous ovarian  cyst. 

The  Ideal  Technique  Foreshadowed.  On  the  30th  day 
of  October,  1894,  I  was  called  upon  to  operate  for  an  abdominal 
tumor  at  Camp  Chase,  Ohio.  The  patient,  Mrs.  C,  was  a  Quaker 
lady,  fifty-five  years  of  age.  There  were  present  Dr.  Stewart  (the 
family  physician),  Dr.  E.  M.  Gilliam,  and  Dr.  Guy  Meeks  as  assist- 
ants, besides  a  trained  nurse.  On  entering  the  abdomen  I  found 
myself  confronted  with  an  intraligamentous  ovarian  cyst  of  more 
than  ordinary  size,  but  presenting  several  peculiar  features.  After 
tapping  the  cyst  I  found  that  the  capsule  or  ligament  was  much 
hypertrophied  and  corrugated.  I  found  also  that  beneath  and  to 
the  uterine  side  of  the  growth  was  a  broad,  short  pedicle.  I  placed 
a  long  hysterectomy  clamp  on  the  pedicle,  and,  instead  of  entering 
the  capsule  from  above  and  working  downward  as  usual,  I  trans- 
fixed it  low  down  in  front,  introduced  a  finger  and  separated  the 
adhesions  at  the  bottom,  and,  turning  the  finger  upward,  tuunelled 
toward  the  marginal  attachment,  slitting  the  capsule  as  I  went. 
Returning  to  the  bottom  of  the  cyst,  I  freed  the  entire  anterior 
surface,  and  then  rolled  the  cyst  out  from  below  upward,  stripping 
it  off  of  the  posterior  leaf  of  the  ligament.  The  ease  and  facility 
with  which  this  was  accomplished  was  a  revelation.  After  remov- 
ing the  cyst  a  chain  ligature  was  placed  on  the  pedicle  and  the 
redundant  portion  of  the  capsule  excised.  In  this  operation  were 
embraced  all  the  essentials  of  an  ideal  technique  : 

1.  Tapping  reduced  the  volume  of  the  tumor  and  allowed  me  to 
apply  the  clamps. 
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2.  The  application  of  the  clamps  completely  controlled  the  hem- 
orrhage and  made  the  operation  bloodless. 

3.  By  following  the  line  of  cleavage,  rapid  and  easy  enucleation 
was  accomplished. 

These  were  the  lessons  that  were  taught;  but,  to  my  shame  be  it 
said,  I  failed  to  grasp  their  full  import.  The  tapping  was  done  as 
a  routine  and  in  consonance  with  universal  practice.  The  clamps 
were  applied  because  I  found  a  pedicle,  and  it  never  occurred  to 
me  that  they  could  be  made  useful  under  any  other  circumstances. 
Over  the  discovery  of  the  line  of  cleavage  I  was  much  elated,  and 
in  reporting  the  case  to  the  Columbus  Academy  of  Medicine  shortly 
thereafter  I  dwelt  on  this  feature  at  considerable  length.  Never- 
theless I  was  neglectful,  and  did  not  for  some  time  afterward  turn 
this  knowledge  to  account  by  including  it  in  my  technique.  In 
the  spring  of  1896  Kelly  gave  to  the  world  his  method  of  hysterec- 
tomy by  continuous  section  from  one  side  of  the  pelvis  to  the  other. 
In  his  admirable  paper  much  emphasis  is  given  to  the  fact  that 
intraligamentous  fibroids  are  enucleated  with  vastly  greater  ease 
and  safety  from  below  upward  than  by  the  reverse  method  then  so 
generally  in  vogue.  This  again  taught  the  lesson  of  a  line  of  cleav- 
age, and  in  no  uncertain  manner  pointed  out  its  trend.  But  as  this 
applied  to  intraligamentous  fibroids,  it  never  occurred  to  any  one  to 
apply  it  to  any  other  purpose. 

Hall's  Method  with  Hysterectomy.  In  the  autumn  of 
1897,  while  on  a  visit  to  Dr.  Rufus  B.  Hall,  of  Cincinnati,  Ohio, 
he  demonstrated  to  me  bis  method,  recently  devised,  of  dealing 
with  the  intraligamentous  cyst.  I  quote  from  his  paper,  which  I 
would  be  glad  to  reproduce  in  full  did  time  permit  :  11  First  tap 
the  cyst  and  empty  it ;  ligate  the  ovarian  artery  on  the  tumor  side 
at  the  pelvic  border ;  ligate  the  ovarian  artery  on  the  opposite  side 
outside  the  healthy  ovary ;  divide  the  broad  ligament ;  divide  the 
peritoneum  above  the  top  of  the  bladder  and  push  the  bladder 
down  ;  ligate  the  uterine  artery  on  the  healthy  side  ;  cut  across  the 
cervix  and  clamp,  or  ligate  the  uterine  artery  on  the  tumor  side. 
The  capsule  of  the  tumor  can  now  be  divided  above  the  top  of  the 
bladder  and  at  a  suitable  point  behind,  and  the  tumor  enucleated 
from  below  upward."  To  Dr.  Hall  is  due  the  credit  of  having 
been  the  first  to  apprehend  all  the  factors  that  go  to  make  up  the 
ideal  technique  for  the  intraligamentous  ovarian  cyst.     It  came  to 
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him  as  he  stood,  scalpel  in  hand,  in  the  presence  of  impending 
disaster.  It  came  as  an  inspiration — an  instinct — such  as  comes 
only  to  the  true  surgeon  in  times  of  need.  There  is,  however,  one 
feature  of  Dr.  Hall's  method  that  I  could  wish  to  eliminate,  or 
at  least  to  limit  to  appropriate  cases,  and  that  is  the  extirpation 
of  the  uterus.  In  women  who  have  passed  the  climacteric,  or  in 
others  who  from  any  cause  are  incapable  of  childbearing,  this 
objection  can  scarcely  be  urged,  but  for  the  young  and  strong  and 
fruitful  the  loss  of  the  uterus  is  little  less  than  calamitous.  With 
this  pertinent  fact  before  me,  and  profiting  by  earlier  experience 
and  that  of  Dr.  Hall,  I  evolved  the  following  technique,  which,  it 
will  be  observed,  differs  little  from  that  of  my  first  reported  case 
alluded  to  above. 

The  Author's  Method  Without  Hysterectomy.  First 
tap  the  cyst  and  drain  off  its  contents,  then  ligate  the  ovarian  artery 
near  the  pelvic  wall  and  place  a  clamp  between  the  cyst-wall  and 
the  uterus.  Select  a  point  as  low  down  on  the  anterior  surface  as 
practicable,  and  with  a  pair  of  forceps  lift  up  the  capsule  and  make 
a  small  opening.  Insinuate  a  finger  and  sweep  it  around,  sepa- 
rating the  cvst  from  its  matrix  at  the  base.  Now  turn  the  finder 
upward  and  work  in  the  direction  of  least  resistance.  This  will 
indicate  the  line  of  cleavage,  and  will  generally,  as  I  believe,  run 
diagonally  across  the  face  of  the  tumor  upward  and  outward. 
Split  up  the  capsule  along  the  line  of  dissection.  Now  introduce 
the  haud  and  strip  off  the  capsule  from  below  upward,  following 
the  line  of  cleavage.  Should  the  opening  not  be  extensive  enough 
to  admit  of  the  easy  delivery  of  the  cyst,  it  may  now  be  enlarged 
by  an  incision  parallel  to  the  capsular  margin.  Seize  the  cyst  and 
roll  it  out  of  its  bed,  stripping  it  from  the  posterior  capsular  wall. 
Here,  as  elsewhere  in  breaking  up  adhesions,  the  sponge  will  be 
found  of  great  service  and  at  times  indispensable.  Redundant 
tissues  are  now  trimmed  away,  a  ligature  is  substituted  for  the 
clamp  on  the  uterine  side,  and  the  opening  in  the  capsule  closed 
by  a  running  catgut  suture.  My  experience  with  this  technique 
is  confined  to  one  case,  in  which  it  served  admirably.  Feeling 
some  misgivings  for  the  ureter  in  the  preliminary  diagonal  inci- 
sion, iu  more  recent  cases  I  have  reverted  to  the  old  method  of 
making  this  incision  parallel  to  the  capsular  margin  and  making  a 
pocket  in  front  and  then  rolling  out  the  cyst  as  described  above. 


86 


D.  TOD  GILLIAM, 


There  are  cases  in  which  the  cyst  overlaps  the  uterus  and  in 
which  it  would  be  impossible  to  apply  the  clamp  to  the  ovarian 
artery  at  its  uterine  extremity.  In  such,  after  securing  the  ova- 
rian artery  on  the  proximal  side,  make  a  small  opening  down  to 
the  cyst-wall  where  it  overlaps  the  uterus,  and,  introducing  a  fin- 
ger, break  up  the  adhesions.  Now  enlarge  the  opening  where  the 
trocar  was  introduced,  insert  the  hand,  and,  while  the  finger  on 
the  outside  depresses  the  cyst-wall,  seize  it  from  within  and  make 
traction  until  it  has  cleared  the  side  of  the  uterus  and  gives  oppor- 
tunity for  the  adjustment  of  the  clamp.  If  the  cyst  should  be 
loosely  attached,  advantage  may  be  taken  of  this  leverage  and  the 
cyst  delivered  by  inversion,  assisted,  if  need  be,  by  the  finger  or 
the  half-hand  on  the  outside.  Other  simple  and  loosely  attached 
cysts  may  be  treated  in  the  same  way,  except  that  the  preliminary 
dissection  should  be  at  a  point  deeper  in  the  pelvis.  I  have  never 
had  a  case  of  this  kind.  In  papillomatous  cystoma  and  in  der- 
moid cysts  it  would  be  better,  if  not  too  large,  not  to  tap  and 
never  to  introduce  the  hand  for  fear  of  infection.  Should  a  case 
present  in  which  this  operation  is  found  impracticable  or  inexpe- 
dient, resort  should  be  had  to  the  Hall  method.  But,  after  all, 
and  when  all  has  been  said  aud  done,  there  will  be  cases  which, 
owing  to  density  of  adhesions  or  other  causes,  will  end  in  failure 
or  disaster.  In  conclusion,  I  desire  to  make  a  few  remarks  on 
the  vascular  supply  of  the  intraligamentous  cyst  aud  the  line  of 
cleavage. 

The  Vascular  Supply.  This  is  a  subject  that  demands 
elucidation  at  the  hands  of  the  anatomist.  If  we  could  satisfy 
ourselves  on  that  score  the  technique  could  be  placed  on  a  substan- 
tial and  unvarying  basis.  In  the  absence  of  positive  anatomical 
knowledge  we  are  justified  in  the  use  of  inductive  reasoning. 
Dr.  Hall's  experience  taught  us  that  by  tying  the  uterine  artery 
at  the  cervix  and  the  ovarian  artery  at  the  pelvic  brim  the  blood- 
supply  of  the  cyst  was  entirely  shut  off.  This  would  indicate  that 
if  the  uterine  artery  sends  any  branches  to  the  cyst  or  capsule,  it 
does  so  as  it  courses  along  the  side  of  the  uterus.  It  would  be 
perfectly  safe,  then,  to  secure  the  uterine  artery  at  the  cervix  and 
the  ovarian  artery  at  the  pelvic  wall  on  the  affected  side.  Acting 
on  the  supposition  that  the  vascular  supply  of  the  normal  ovary 
continues  to  be  that  of  the  cyst,  I  have  coutented  myself  witli 
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securing  the  ovarian  artery  and  its  branches.  If,  as  we  have 
recently  been  told,  the  ovary  and  adjacent  structures  receive  their 
blood  from  recurrent  branches  of  the  ovarian  artery,  which  in  part 
receives  its  blood  from  the  uterine  by  anastomosis,  it  will  be  readily 
understood  why  a  clamp  on  the  uterine  extremity  is  so  indispen- 
sable. In  the  few  cases  which  I  have  had  since  adopting  this 
method  the  hemorrhage  has  been  under  absolute  control ;  hence  I 
conclude  that  the  cyst  and  its  environments  are  supplied  exclusively 
by  the  ovariau  vessels.  Whether  the  ovarian  artery  and  its 
branches  are  carried  before  the  cyst  in  its  downward  growth  and 
feed  the  cyst  from  below,  or  whether  they  are  crowded  to  the 
uterine  wall  and  feed  the  cyst  from  the  side,  are  questions  of  perti- 
nent interest.  The  consensus  of  opinion  seems  to  be  that  the  cyst 
is  fed  from  its  lower  and  inner  aspect. 

The  Line  op  Cleavage.  In  all  dissectious  there  is  a  right 
way  and  a  wrong  way.  If  one  were  to  attempt  to  follow  up  a 
bloodvessel  and  its  ramifications  he  would  commence  at  the  stem 
and  work  outward.  A  reverse  course  would  be  utterly  imprac- 
ticable. In  following  the  course  of  a  laminated  structure  the  same 
rule  applies.  If  you  go  with  the  grain  your  task  is  easy  and  you 
are  led  along,  not  so  much  by  your  anatomical  knowledge  as  by 
the  facility  with  which  the  tissues  part  right  and  left  along  the 
line  of  cleavage.  Now  reverse  the  order  and  attempt  to  go  against 
the  grain.  You  find  yourself  wandering  into  nooks  and  crannies, 
getting  between  layers  that  should  have  been  avoided,  and  bring- 
ing up  in  blind  passages.  It  will  generally  be  found  that  the  line 
of  cleavage  is  coincident  with  the  trend  of  the  vessels.  An  ivy 
vine  clinging  to  a  wall  affords  a  very  apt  illustration  of  the  line 
of  cleavage  as  applied  to  bloodvessels.  Here,  as  in  the  bloodves- 
sel, we  have  the  main  stem,  the  seried  branches,  and  the  tendrils 
which  bury  themselves  in  the  mortar  just  as  the  nutrient  vessels 
enter  the  cyst.  If  we  wish  to  detach  the  ivy  we  cut  off  the  stem 
and  strip  it  upward.  The  cleavage  runs  along  the  stem,  then  the 
primary  and  secondary  branches,  and  so  on  until  it  extends  to  the 
uttermost  extremity  of  the  most  delicate  shoot,  and  the  vine  comes 
away  intact.  Supposing  now  that  this  were  in  fact  a  bloodvessel 
and  the  circulation  has  not  been  shut  off,  and  you  attempt  to 
follow  it  from  branch  to  stem.  You  would  not  only  meet  with 
difficulties  in  dissection,  but  would  be  continually  breaking  into 
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vessels,  and  the  field  would  be  inundated  with  blood  from  innu- 
merable mouths.  If  you  stop  to  secure  them  you  lose  valuable 
time,  and  in  the  next  move  open  into  the  same  vessels  of  larger 
caliber,  and  so  on  to  the  end.  Supposing,  on  the  other  hand, 
you  attempt  to  follow  from  stem  to  branch.  If  by  any  chance 
you  wound  a  vessel  all  the  distal  branches  of  that  vessel  are  cut 
off  and  cease  to  give  concern.  Few  ligatures  are  required,  dissec- 
tion is  swift  and  easy,  blood  and  table-time  are  saved  the  patient, 
and  you  are  saved  the  wear  and  tear  of  a  trying  ordeal.  Let  us 
hope  that  the  lesson  herein  inculcated  may  not  be  lost — the  lesson 
of  applying  pertinent  principles  to  further  research — and  that  with 
the  letters  in  hand  we  may  yet  be  able  to  spell  out  other  words 
than  those  for  which  they  have  been  utilized. 


DISCUSSION. 

Dr.  Edward  J.  Ill,  of  Newark,  N.  J. — I  simply  rise  to  bear  testi- 
mony to  the  excellence  of  the  method  that  our  distinguished  Fellow, 
Dr.  Hall,  told  us  of  a  year  ago.  Very  soon  after  hearing  him  speak 
about  it  I  saw  a  difficult  case,  and  it  was  managed  so  easily  that  I  was 
absolutely  surprised. 

Dr.  Joseph  Price,  of  Philadelphia. — The  common  practice  through- 
out the  country  has  largely  been  that  of  drainage.  There  are  excep- 
tionally few  operators  who  remove  cysts  that  they  consider  intraliga- 
mentous. In  my  experience  I  am  slow  to  call  these  intraligamentous 
cysts.  I  am  satisfied  that  most  intraligamentous  troubles  are  malignant 
in  nature,  and  the  cases  so  commonly  recorded  as  intraligamentous  in 
the  hands  of  others  would  be  included.  It  was  a  common  thing  for 
the  late  Dr.  Goodell  to  discuss  this  subject,  and  other  operators  are  in 
the  habit  of  regarding  these  cases  as  intraligamentous  because  they 
have  fixation  of  the  uterus.  Intraligamentous  cysts,  as  a  rule,  are 
growths  which  develop  between  the  leaflets  of  peritoneum  forming  the 
broad  ligament  and  lifting  everything  above  it.  So  it  is  not  necessary 
to  split  the  peritoneum  and  begin  at  as  low  a  level  as  possible.  It  is  a 
difficult  matter.  You  can  make  two  sacs,  go  deep,  and  the  hemor- 
rhage is  alarming.  If  you  go  over  the  top  of  the  tumor  and  touch 
the  peritoneum  with  a  knife,  and  begin  the  enucleation  at  the  base, 
the  vessels  must  be  ligated.  In  those  cases  everything  is  distorted  ; 
the  uterus  is  pushed  farther  to  one  side.    To  give  the  impression  that 
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all  that  is  necessary  is  to  go  right  down  and  tie  the  uterine  and  ovarian 
arteries,  is  an  error.  You  must  get  at  the  vessels  before  you  can  tie 
them.  All  this  sounds  very  well  in  theory  ;  but  in  practice  the  beginner 
will  not  find  it  au  easy  matter.  I  will  venture  to  say  that  the  begin- 
ner, before  he  has  time  to  get  there,  has  the  pelvis  full  of  blood — that 
is,  before  he  decides  to  stitch  the  sac  and  drain  it.  I  have  two  patients 
in  bed  now  who  were  operated  on  by  two  of  the  best  surgeons  in  the 
country.  They  found  an  adherent  cyst,  stitched  it  and  packed  with 
gauze.  It  took  me  quite  a  while  to  go  by  the  promontory  of  the 
sacrum.  It  took  me  some  time  to  define  the  uterus.  After  finding  it 
it  was  difficult  to  apply  any  method,  and  I  was  not  sure  for  some  time 
whether  I  had  the  uterine  or  an  ovarian  artery.  The  only  rule  to 
follow  in  such  cases  is  to  begin  at  the  lowest  possible  posterior  level 
aud  seek  that  plan  of  cleavage,  and  go  from  the  bottom  up,  as  indi- 
cated in  the  paper. 

An  allusion  has  been  made  to  the  Miner  method,  and  I  feel  we  are 
in  error  in  regard  to  this  method.  Coincidences  are  common  in  pelvic 
surgery.  Miner  struck  a  parovarian  cyst,  enucleated  it,  and  recorded 
it  as  the  so-called  Miner  method.  He  said  nothing  about  tying  the 
uterine  or  ovarian  arteries.  Every  author  that  followed  him  spoke  of 
the  so-called  Miner  method.  There  is  no  such  method  except  that 
which  is  applicable  to  parovarian  cysts.  Many  operators  have  attempted 
these  enucleations,  aud  the  patients  have  died  on  the  table  of  hemor- 
rhage. Attempts  made  to  practise  the  Miner  method  were  disastrous 
in  many  cases.  While  I  agree  wholly  with  what  has  been  said,  and 
that  the  essayist  has  given  us  a  beautiful  presentation  of  the  subject, 
aud  the  steps  of  the  procedure  as  described  are  of  great  value,  yet  it 
should  not  go  out  from  this  Association  that  operators  can  go  down 
and  tie  the  uterine  and  ovarian  arteries  and  shell  out  these  growths  as 
you  would  an  orange  out  of  its  peel,  particularly  in  intraligamentous 
troubles  malignant  in  nature. 

Dr.  Rufus  B.  Hall,  of  Cincinnati. — I  hope  that  Dr.  Price  would 
not  have  us  believe  that  the  Fellows  of  the  Association  covdd  not  tell 
au  intraligamentous  cyst  from  an  adherent  ovarian  cyst,  and  at  once 
recognize  the  difference.  A  man  who  has  ever  made  an  operation  for 
the  removal  of  intraligamentous  cysts  knows  as  well  as  the  last 
speaker  that  they  differ  from  inflammatory  cysts  inasmuch  as  they 
are  behind  the  peritoneum  in  place  of  adherent  to  it.  They  are  the 
cases  that  make  the  hair  of  the  operator  white — the  cases  that  die  on 
the  table  if  they  are  operated  upon  by  the  enucleation  without  cutting 
off  the  blood-supply  before  you  commence  the  enucleation.  In  some 
cases  they  are  densely  adherent,  but  not  in  all.    The  patient  will  die 
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on  the  table  or  die  within  a  few  hours  after  she  is  put  to  bed  in  a  large 
percentage  of  cases,  by  the  old  method,  from  suppression  of  urine, 
shock,  etc.  This  is  true  of  a  large  number  of  cases.  I  should  say 
that  fully  50  per  cent,  of  all  cases  of  intraligamentous  cyst  die  from 
hemorrhage.  I  refer  now  to  all  reported  cases.  These  cases  do  not 
come  often  to  any  one  operator,  I  am  glad  to  say,  and  it  is  fair  to  pre- 
sume that  all  of  the  dead  cases  have  not  been  reported.  We  know 
how  unlikely  it  is  for  men  to  report  their  fatal  cases.  I  know  of  a 
few  dead  ones  unreported  in  my  neighborhood  that  occurred  in  the 
practice  of  my  friends.  If  all  of  the  fatal  cases  were  reported  the 
death-rate  would  be  greater  than  it  is  supposed  to  be.  If  we  have  a 
method  to  control  bleediug,  and  thus  save  a  large  percentage  of  these 
cases,  let  us  adopt  it.  I  believe  the  method  suggested  by  the  essayist 
is  a  good  one.  I  have  specimens  to  present  that  are  right  in  line  with 
this  discussion,  which  I  will  now  pass  around. 

Here  is  a  specimen  of  intraligamentous  cyst,  with  front  and  back 
view,  Figs.  1  and  2  (see  Plate  facing  page  169).  This  was  complicated 
with  a  suppurating  ovary  and  infected  tube.  Five  or  six  months  before 
the  operation  she  was  known  to  have  a  tumor  the  size  of  an  adult  head, 
or  larger,  that  had  been  diagnosed  as  a  fibroid  of  the  uterus.  When 
the  operation  was  commenced  it  was  found  she  had  an  intraligamentous 
cyst  and  a  suppurating  ovary  on  the  opposite  side.  I  tapped  the  cyst 
and  emptied  it ;  tied  off  the  ovarian  artery  on  the  tumor  side,  then 
tapped  the  suppurating  ovary,  emptied  it,  and  then  I  made  an  opera- 
tion that  I  advocated  a  year  ago  before  the  Southern  Surgical  and 
Gynecological  Association.  I  made  total  extirpation  because  I  had 
fouled  the  field  of  operation  and  because  I  wanted  free  drainage. 

Here  is  another  specimen  of  intraligamentous  cyst  with  a  small 
ovarian  cyst  on  the  opposite  side.  The  patient  from  whom  the  first 
specimen  was  removed  is  thirty-six  years  of  age,  and  the  other  patient 
is  twenty-six  years  of  age.  The  opposite  ovary  in  the  last  specimen 
was  about  the  size  of  a  pint  cup.  I  had  no  hesitation  in  sacrificing 
the  uterus  in  this  case,  and  did  so,  making  a  bloodless  operation. 

As  to  the  paper  read  by  Dr.  Gilliam,  it  is  very  timely,  and  deals 
with  a  very  important  subject.  Twice  since  operating  in  the  manner 
described  I  have  deemed  it  unnecessary  in  dealing  with  intraligamen- 
tous cysts  to  remove  the  uterus.  One  cyst  was  enucleated  without 
much  difficulty;  the  other  one  was  quite  difficult  to  enucleate,  and 
was  in  a  woman,  twenty-seven  years  of  age,  married,  who  had  no 
children,  but  was  anxious  to  be  a  mother.  In  this  instance  I  cut  across 
the  front  of  the  tumor  and  uterus,  dissected  the  bladder  down ;  the 
tumor  was  very  adherent  to  the  uterus  and  well  down  in  the  pelvis. 
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occupying  the  entire  pelvis  and  lifting  the  uterus  clear  out  of  that 
cavity.  On  dissecting  and  pushing  the  bladder  down,  I  picked  up  the 
artery  the  same  as  yon  would  pick  up  the  radial  artery  after  you  had 
cut  down  to  tie  it,  applied  a  clamp  temporarily,  and  made  a  bloodless 
operation.  I  enucleated  the  cyst,  trimmed  the  capsule  behind  to  suit 
me,  cut  off  a  piece  of  peritoneum  in  front,  turned  it  back  on  to  the 
uterus  for  the  purpose  of  making  a  plastic  operation,  and  covered  the 
whole  side  of  the  uterus,  which  was  denuded,  with  peritoneum. 

I  think  this  is  a  very  desirable  operation  in  all  women  under  forty 
years  of  age.  It  is  much  to  be  preferred  to  removal  of  the  uterus 
Avhen  it  can  be  done  without  the  loss  of  much  blood ;  but  if  the  other 
ovary  had  to  be  sacrificed  it  should  not  be  the  operation  of  election. 
It  would  take  less  time  to  remove  the  uterus,  and  the  result  would  be 
perfect  and  the  mortality  less.  There  is  not  as  much  difficulty  in 
finding  the  uterine  artery  as  Dr.  Price  would  have  us  believe.  It 
seems  to  me  any  one  could  find  it.  If  you  cannot  find  it  until  you  cut 
it,  then  you  could  find  it.  Cut  off  the  blood-supply  before  enucleating 
the  tumor,  and  forty-nine  out  of  every  fifty  of  these  cases  will  get 
well,  whereas  formerly  fully  75  per  cent,  of  them  died. 

Dr.  L.  H.  Dunning,  of  Indianapolis,  Ind. — -In  my  remarks  this 
morning  I  referred  to  two  cases  in  which  I  employed  this  method,  the 
last  one  about  three  months  ago,  in  which  I  had  a  large  intraligamen- 
tous cyst  to  deal  with,  and  I  attempted  to  enucleate  it  without  adoptiug 
this  method  of  hysterectomy,  and  I  encountered  a  very  alarming  and 
profuse  hemorrhage.  I  then  remembered  Dr.  Hall's  method.  I  used 
sponge  pressure  to  relieve  the  hemorrhage  at  the  time,  and  began  upon 
the  opposite  side  to  remove  the  uterus  according  to  the  modified  Baer 
method,  cutting  from  right  to  left,  turning  it  up  after  the  manner  pro- 
posed by  Kelly ;  as  we  pulled  up  one  side  of  the  uterus  the  uterine 
artery  came  into  view  readily,  and  we  tied  it.  As  I  lifted  that  up  the 
folds  of  the  broad  ligament  spread  under  the  tumor  ;  we  enucleated  the 
tumor  in  two  minutes  without  any  trouble,  and  it  was  a  large  tumor 
which  extended  above  the  umbilicus.  Fortunately,  the  capsule  of  it 
was  so  tough  that  it  made  the  enucleation  easy  when  we  began  from 
the  bottom.  I  am  satisfied  the  patient  would  not  have  gotten  off  the 
table  alive  if  we  had  proceeded  with  the  enucleation  from  above.  By 
enucleating  it  from  below  we  took  it  out  safely,  after  tying  the  uterine 
artery,  and  we  did  not  lose  a  teaspoouful  of  blood.  I  was  charmed 
with  the  ease  with  which  I  rolled  the  tumor  out  in  three  or  four  min- 
utes. I  am  sure  the  work  would  have  been  exceedingly  difficult  had 
the  enucleation  been  attempted  from  above. 

Dr.  Gilliam  (closing  the  discussion). — I  have  very  little  to  say  in 
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my  closing  remarks,  as  I  have  stated  in  my  paper  about  all  that  I  can 
say  on  this  subject. 

I  would  like  to  emphasize  the  fact  that,  in  my  opinion,  the  blood 
comes  from  the  ovarian  artery,  and  if  we  can  secure  it  we  will  have 
little  or  no  hemorrhage.  This  view  is  fortified  by  my  experience  in 
all  cases  operated  by  me.  This  experience  may  not  occur  to  others. 
It  may  be  that  some  time  in  the  future  I  shall  encounter  a  case  or  cases 
in  which  the  hemorrhage  cannot  be  controlled  by  ligation  of  the  ova- 
rian artery.  If  the  ovarian  artery  does  supply  the  blood  of  the  cyst, 
then  I  do  not  think  it  is  necessary  to  make  an  attempt  to  reach  the 
uterine  artery,  but  to  take  up  the  ovarian  artery  on  both  sides  of  the 
cyst,  and  enucleate  in  the  manner  I  have  described. 


SEPTIC  INFECTION  OF  OVARIAN  CYSTOMA. 


By  CHARLES  GREENE  CUMSTON,  M.D., 

BOSTON. 


The  question  of  suppuration  arising  in  either  simple  or  dermoid 
cysts  of  the  ovary  is  one  that  has  only  been  talked  of  by  gynecolo- 
gists within  the  last  fifteen  years,  although  long  before  that  time  a 
few  cases  are  to  be  found  scattered  throughout  medical  literature, 
and  it  appeared  to  the  writer  that  a  general  consideration  of  this 
rather  important  question  of  abdominal  surgery  and  gynecological 
pathology  might  not  be  out  of  place  at  this  time. 

The  advance  made  in  abdominal  surgery  and  bacteriology  has  at 
the  present  time  put  the  question  of  suppuration  of  ovarian  cysts 
quite  well  forward,  and  in  the  recent  and  excellent  text-books  on 
gynecology  by  Keating,  Penrose,  Webster,  Garrigues,  and  by  other 
writers,  this  complication  is  mentioned,  but  they  do  not  give  it  the 
prominence  to  which  I  think  it  is  entitled. 

Pathologically,  ovarian  cystomata  may  be  divided  into  epithelial 
and  dermoid  cysts.  If  these  cysts  are  situated  in  the  ovary  they 
are  called  ovarian,  while  if  they  are  included  in  the  parovarium 
they  are  termed  parovarian  cysts,  and  according  to  the  case  they 
either  have  or  have  not  a  pedicle.  If  their  cavity  is  composed  of 
a  single  pocket  they  are  termed  unilocular;  but,  on  the  contrary, 
when  the  walls  are  adherent  and  the  cavity  composed  of  a  number 
of  small  pockets  they  are  termed  multilocular  cysts. 

The  wall  of  an  epithelial  cyst  is  made  up  of  two  layers — an  ex- 
ternal layer,  which  is  extremely  dense  and  composed  of  fibrous 
tissue  which  is  poor  in  cellular  elements,  and  is  lined  by  a  cubic 
epithelium  which  differs  from  the  flat  endothelium  of  the  perito- 
neum. The  internal  layer  of  the  wall  is  well  provided  in  cellular 
elements  and  bloodvessels,  and  is  lined  by  an  epithelial  layer  com- 
prising a  few  elastic  fibres.    Between  these  two  layers  a  third  one 
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is  to  be  found,  to  which  the  name  of  cellulo-vascular  layer  has 
been  given.  The  coutents  of  these  cysts  are  liquid  and  usually  a 
light  yellow  or  slightly  greenish  in  color,  but  in  certain  examples 
the  contents  may  be  of  a  reddish-brown  or  chocolate  color.  The 
consisteuce  of  the  liquid  varies  from  that  of  serum  to  the  thickness 
of  gelatin. 

The  wall  of  a  dermoid  cyst  is  a  structure  very  similar  to  that  of 
the  dermis  of  the  skin,  and  contains  unstriped  muscle- fib  res,  blood- 
vessels, nervous  elements,  papillae,  sebaceous  glands,  and  hair-fol- 
licles. Their  contents  are  made  up  of  sebum  mixed  with  epidermic 
products. 

Now,  if  we  admit  that  these  cysts,  either  of  the  epithelial  or 
dermoid  type,  undergo  an  inflammatory  process,  the  result  will  be 
a  suppuration  of  the  cysts.  Pus  may  exist  in  a  large  or  small 
quantity,  according  to  the  size  of  the  cyst  and  according  to  whether 
one  cavity  or  only  a  few  of  the  smaller  ones  contain  this  patho- 
logical product.  Sometimes  it  is  greenish,  at  other  times  yellow; 
sometimes  it  is  dirty,  with  only  a  slight  odor,  while  in  other  cases 
it  has  been  found  of  a  creamy  consistence,  with  a  very  strong  odor. 
When  submitted  to  bacteriological  examinations  the  pus  has  been 
found  either  free  from  micro-organisms,  in  which  case  it  was  sterile, 
or,  on  the  other  hand,  micro-organisms  were  present. 

Sterile  pus  has  been  the  least  frequently  met  with  in  cases  of 
suppurating  ovarian  cysts.  In  one  case  reported  by  Fraisse  and 
Legrain  in  1892  an  ovariotomy  was  performed  and  fifteen  litres  of 
pus  withdrawn,  and  neither  by  staining  nor  by  culture  on  various 
media,  nor  by  inoculation  of  guinea-pigs  under  the  skin  or  intra- 
peritoneally,  could  the  presence  of  any  bacteria  be  demonstrated. 

Pus  containing  bacteria  is  by  far  the  most  frequent,  the  strepto- 
coccus and  all  the  staphylococci  being  found.  Bumm  reports  a  case 
which  he  observed  in  which  by  culture  he  demonstrated  the  pres- 
ence of  streptococcus.  Schiperovitsch,  Werth,  and  very  recently 
Keen,  of  Philadelphia,  in  his  important  monograph  on  the  "  Sur- 
gical Complications  and  Sequels  of  Typhoid  Fever,"  have  all  con- 
tributed cases  in  which  Eberth's  bacillus  was  found  in  the  pus. 
Madlener  has  reported  one  case  of  suppurating  cyst  of  the  ovary 
in  which  Koch's  bacillus  was  found,  while  Schauta  reports  one  in 
which  diplocoeeus  of  pueumonia  was  present  in  the  pus. 

In  1893  Bumm  made  cultures  from  the  pus  taken  from  an  ova- 
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rian  cyst,  and  found  organisms  which  were  apparently  the  bacte- 
rium coli  and  staphylococcus;  and  Mangold,  in  1895,  describes  a 
case  in  which  he  also  was  able  to  demonstrate  the  presence  of  a 
staphylococcus,  bacterium  coli,  and  an  organism  which  resembled 
the  gonococcus.  In  most  cases  the  walls  of  the  cyst  will  be  found 
to  have  undergone  a  certain  number  of  -changes  niacroscopically. 
The  walls  maybe  found  either  thiu  or  thickened  ;  there  may  be 
an  unequal  consistence  in  different  parts;  other  cysts  may  be 
found  softened  and  perforated,  while  still  others  may  be  found 
covered  with  small  vegetations.  In  some  cases  the  internal  surface 
of  the  cyst-wall  was  found  covered  with  a  layer  of  fibrin,  while 
the  external  surface  of  the  wall  showed  a  partial  desquamation  of 
the  epithelium,  and  thus  we  may  explain  the  possibility  of  the 
formation  of  adhesions  taking  place  by  means  of  friction. 

Microscopically,  various  conditions  of  the  walls  may  be  found. 
In  some  cases  sarcomatous  degeneration  of  the  wall  has  been 
recorded.  In  other  cases  the  microscope  showed  typically  a  tuber- 
cular follicle  with  nuclear  zones  grouped  around  a  giant-cell.  In 
a  case  reported  byBumm  the  connective  tissue  making  up  the  wall 
was  found  infiltrated  with  small  cells.  Sections  colored  with 
methylene-blue  showed  the  presence  of  bacteria,  among  which 
groups  of  cocci  and  bacilli  were  found. 

As  to  the  lesions  which  are  present  in  the  neighborhood  of  the 
cyst,  we  may  mention,  in  the  first  place,  ascites,  which  usually  is 
not  very  abundant,  and  also  peritonitis,  which  may  either  be  gen- 
eralized or  localized.  In  an  infected  focus  such  as  we  have  in  the 
suppurating  ovarian  cysts  we  can  readily  explain  the  continual  in- 
flammatory attacks  which  occur.  Localized  peritonitis  is  by  far 
the  most  frequent,  and  it  is  this  process  that  gives  rise  to  the  for- 
mation of  adhesions  which  bind  the  growth  to  the  surrounding- 
parts,  such  as  the  intestine,  the  abdominal  wall,  or  the  mesentery. 
These  adhesions  may  be  very  extensive,  thick,  and  their  vascular 
supply  is  very  abundant. 

In  a  case  reported  by  Page  an  abscess  of  the  cellular  tissue  in 
the  retrocecal  region  was  found.  In  a  case  reported  by  Feraud 
there  was  a  cystocele,  rectocele,  and  an  increase  in  the  prolapsus  of 
the  uterus  which  was  present.  In  most  cases  the  uterus  will  be 
found  high  up  in  the  pelvis,  and  in  most  cases  it  is  pushed  either 
to  one  side  or  the  other.    A  certain  number  of  cases  of  perforation 
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of  the  intestine  have  been  mentioned.  The  diaphragm  is  often 
hindered  in  its  respiratory  movements,  and  the  iliac  vessels  and 
the  vena  cava  are  frequently  compressed.  Pressure  of  the  lumbar 
plexus  and  the  sacral  plexus  may  be  of  a  sufficient  intensity  to  pro- 
duce the  lesions  of  peripheral  neuritis  in  the  lower  limbs,  resulting 
in  a  very  marked  muscular  atrophy.  In  one  case  reported  by 
Feraud  a  pleuritic  collection  on  the  left  was  found,  and  the  re- 
porter considers  it  as  due  to  a  hinderance  in  the  lymphatic  circula- 
tion of  the  abdomen. 

In  considering  the  pathogenesis  of  septic  infection  of  ovarian 
cysts  the  first  question  to  be  considered  is  whether  the  liquid  con- 
tents of  the  cyst,  before  infection  by  foreign  elements  has  taken 
place,  does  not  contain  its  micro-organisms,  which  would  almost 
surely  end  in  a  suppurative  process.  Clinically  we  may  deny  this, 
because  if  such  were  the  case  every  ovarian  cyst  would  naturally 
end  in  suppuration  ;  and,  what  is  more,  if  it  be  admitted  that  the 
liquid  contents  of  a  cyst,  before  any  contagion  has  taken  place,  are 
already  septic,  how  can  we  explain  those  cases  of  rupture  into  the 
peritoneal  cavity  which  will  neither  result  in  inflammation  nor  in 
symptoms  of  infection  ? 

Bogdanick  has  reported  the  case  of  a  very  large  ovarian  cyst 
which  contained  twenty  litres  of  fluid  and  which  ruptured  into  the 
peritoneal  cavity  after  traumatism.  Abdominal  section  showed  that 
there  were  two  rents  in  the  cyst-wall,  measuring  several  centime- 
tres, one  being  on  the  anterior  aspect,  the  other  on  the  posterior 
aspect  of  the  cyst.  Careful  examination  failed  to  reveal  the  slightest 
traces  of  peritonitis,  and  the  patient  was  perfectly  well  two  weeks 
after  the  accident. 

Lannelongue  mentions  another  similar  case.  A  woman  who  had 
an  ovarian  tumor  was  twice  tapped  in  order  to  withdraw  the  liquid 
contents,  but  the  cyst  soon  refilled  and  the  patient  entered  the  hos- 
pital. On  account  of  the  persistency  of  the  fluid  Lannelongue  de- 
cided to  operate,  but  before  doing  so  he  wished  to  keep  this  patient 
under  observation  for  a  few  days.  But  his  surprise  was  great 
when,  on  the  day  after  the  patient's  entrance  into  the  hospital,  he 
found  that  the  cyst  had  collapsed  and  that  the  symptoms  of  a  peri- 
toneal collection  had  suddenly  taken  the  place  of  those  given  by 
the  cyst;  and,  in  fact,  during  the  night  the  latter  had  burst  and 
had  emptied  its  contents  into  the  peritoneal  cavity.    There  was  no 
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reaction,  no  vomiting,  and  no  pain  after  this  rupture.  The  liquid 
became  progressively  absorbed,  and  six  months  later  the  patient 
was  found  in  good  condition.  The  abdomen  was  soft  and  the 
vaginal  culs-de-sac  were  perfectly  free. 

If  we  now  examine  the  experimental  side  of  the  question  we 
will  find  still  more  proofs  of  the  perfect  asepsis  of  the  liquid  con- 
tents of  these  cysts.  This  has  been  demonstrated  by  Chauffard 
and  Widal,  more  especially  in  cases  of  hydatid  cysts ;  but  they 
have  also  demonstrated  it  in  ovarian  cysts.  Knowing,  then,  that 
the  liquid  contents  of  those  cysts  is  aseptic,  we  might  ask  the 
question  whether  this  liquid  itself  might  not  be  a  good  culture- 
medium  for  bacteria  when  they  gain  entrance  within  the  cyst. 

The  above-mentioned  writers  have  made  comparative  inoculations 
of  peptonoid  beef-tubes  and  in  tubes  containing  the  liquid  contents 
of  a  cyst.  These  experiments,  which  were  carried  on  with  the 
staphylococcus  and  streptococcus,  the  bacterium  coli  and  the  bacillus 
of  typhoid  fever,  showed  that  the  tubes  containing  the  fluid  from 
the  cyst,  as  well  as  those  containing  the  peptonoid  broth,  gave 
beautiful  cultures  of  the  various  organisms  inoculated. 

From  the  above-mentioned  facts  it  may  be  said  that  if  the  liquid 
contents  of  an  ovarian  cyst  are  not  contaminated  by  bacteria  they 
will  remain  aseptic  and  will  undergo  no  change;  but  if,  on  the 
contrary,  microbes  attack  a  cyst  and  enter  it,  its  contents  will  serve 
as  an  excellent  culture-medium,  and  symptoms  of  infection  will  soon 
appear.  But  the  human  organism  will  take  on  the  offensive  and 
will  react  against  the  bacteria  which  have  infected  the  cyst ;  leuco- 
cytes come  through  the  walls  of  the  vessels  and  attack  the  invading 
microbes,  and  thus  we  have  the  transformation  into  pus  of  the  liquid 
conteuts. 

It  is  well  known  at  the  present  time  that  suppuration  is  not  to 
be  considered  as  a  special  reaction  of  the  organism,  produced  by 
certain  infective  germs  ;  and  also  it  is  known  that  it  is  not  confined 
alone  to  certain  types  of  bacteria,  and  that  it  is  a  simple  pathological 
process.  The  most  varied  kinds  of  bacteria  may  produce  it,  be  they 
pathogenic  or  saprophytic.  Thus,  for  a  suppuration  caused  by  pyo- 
genic organisms  other  than  the  staphylococcus  and  streptococcus, 
we  know  that  suppurating  meningitis  is  produced  by  pneumococcus; 
that  the  gonococcus  will  produce  a  suppurating  arthritis  ;  that  em- 
pyema can  be  produced  by  the  bacillus  of  tuberculosis,  and  that 
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the  bacillus  of  typhoid  fever  can  produce  osteomyelitis.  Iu  the 
case  of  saprophytic  infection,  in  order  that  the  liquid  contents  of  an 
ovarian  cyst  be  preserved  from  purulent  changes  it  is  necessary 
that  it  remain  free  from  both  pathogenic  and  saprophytic  organ- 
isms, and  if  they  find  entrance  they  are  the  cause  of  suppuration. 

From  what  we  have  said  we  may  conclude  that  we  have  two 
kinds  of  septic  infection  of  ovarian  cysts — viz.,  the  pathogenic 
infection  and  the  saprophytic  infection. 

Pathogenic  and  saprophytic  organisms  enter  ovarian  cysts  in 
various  ways.  Puncture,  incision,  and  drainage  are  often  the 
means  of  their  direct  invasion  from  the  exterior;  and  we  should 
always  bear  in  mind  that  the  deep  layers  of  the  epidermis  contain 
bacteria  in  large  quantities,  more  particularly  the  staphylococcus 
albus,  the  latter  presenting  a  very  great  resistance  to  all  manner 
of  disinfection,  and  which  by  the  above-mentioned  operative  inter- 
ference may  be  pushed  directly  into  the  interior  of  the  cysts.  But 
in  a  great  number  of  instances,  as  puncture  is  discarded  by  the 
majority  of  the  profession,  the  patient  contains  the  agent  of  the 
septic  process  under  consideration.  The  germs  did  not  come  from 
without,  but  from  the  interior  of  the  orgauism,  and  it  may  be 
called  a  true  auto-infeclion,  which  can  take  place  in  one  of 
three  ways  :  Firstly,  by  means  of  the  blood,  in  which  case  the 
infection  is  either  direct,  produced  by  phlebitis  which  extends 
up  to  the  cyst,  or  it  may  be  indirect,  in  which  case  the  infec- 
tious elements  are  carried  in  the  general  circulation  into  the  tumor 
by  means  of  its  pedicle.  Secondly,  infection  may  take  place  by 
the  lymphatics,  in  which  case  the  lymphatic  channels  act  as  the 
contaminating  canals  and  allow  a  direct  introduction  of  the  germs 
into  the  interior  of  the  cyst  up  its  hilum.  Thirdly,  we  have  infec- 
tion through  adhesions,  which  are  plentifully  supplied  in  new- 
formed  vessels  which  are  intimately  connected  with  those  in  the 
walls  of  the  cysts,  and  thus  allow  an  easy  transportation  of  the 
bacteria. 

Thus  let  us  suppose  that  a  woman  with  an  ovariau  cyst  becomes 
stricken  with  an  intercurrent  infectious  disease;  by  the  indirect 
way  of  the  blood,  by  the  aid  of  a  branch  of  the  abdominal  aorta, 
the  utero-ovarian  artery,  the  septic  matter  may  be  brought  to  the 
cyst,  and  infection  result.  Thus  we  have  on  record  cases  in  which 
infiuenza,  typhoid  fever,  gonorrhea,  tuberculosis,  and  pneumonia 
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have  been  the  cause  of  septic  infection  of  ovarian  cysts.  In  other 
cases  puerperal  infection,  septic  remains  of  an  abortion,  have  prob- 
ably produced  suppuration  in  the  cyst  by  means  of  an  infecting 
phlebitis — streptococcus  phlebitis  of  the  uterine  veins  extending  as 
far  as  the  pampiniform  plexus,  and  from  there  reaching  to  one 
or  several  veins  in  the  wall  of  the  cyst  by  the  lymphatics.  The 
lymphatics  of  the  uterus  form  an  anastomosis  with  those  of  the 
ovary,  and  thus  we  have  a  direct  route  free  for  the  invasion  of  the 
cyst  by  the  pyogenic  germs.  In  other  cases  the  adhesions  may 
probably  furnish  the  means  of  transport  for  the  organisms,  and  in 
one  case  infection  took  place  from  a  cystitis.  Adhesions  with  the 
intestine  or  appendix  may  permit  of  the  arrival  of  saprophytic 
germs  into  the  cyst,  these  saprophytes  always  existing  in  large 
numbers  in  the  intestinal  cavity. 

Sutton,  Giles,  Pozzi,  and  others  believe  that  infection  is  possible 
by  adhesion  with  the  tubes  in  cases  of  pyosalpinx.  Keating  and 
Coe  have  put  on  record  a  case  in  which  infection  took  place  by 
means  of  adhesions  binding  an  inflamed  appendix  to  the  ovarian 
cyst.  These  three  routes  of  infection  being  admitted,  it  is  quite 
logical  to  ask  if  there  are  not  other  circumstances  which  may  favor 
infection. 

Locally  traumatism,  the  injection  of  corrosive  substances,  such 
as  iodine,  torsion  of  the  pedicle — which,  on  account  of  the  vascular 
and  nervous  phenomena  which  it  brings  about,  weakens  the  cell 
elements — alter  vitally  the  tissues,  and  thus  render  them  less  apt  to 
resist  microbie  invasion.  In  one  case  sarcomatous  degeneration  of 
the  walls  of  the  cyst,  producing  a  locus  minoris  resistentice,  was  the 
cause. 

Thrombosis  of  the  vessels  of  the  cyst-wall  is  not  in  all  probability 
a  factor  in  the  production  of  simple  rupture  of  ovarian  cysts,  but 
hemorrhage  due  to  a  papillomatous  change  is  important,  because  a 
slight  disturbance  in  the  circulation  or  a  hemorrhage  is  alone  quite 
enough  to  set  up  inflammatory  phenomena  in  a  cyst,  or  even  gau- 
grene.  Cases  are  on  record  in  which  both  suppuration  and 
gangrene  have  resulted  after  hemorrhage  iuto  the  cyst  had 
occurred. 

In  other  cases  pregnancy  or  labor  has  played  a  large  part  on 
account  of  the  abdominal  congestion  produced  as  well  as  by  the 
contusions  that  the  cyst  received  during  gestation  or  labor. 
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Labor  and  the  puerperium  certainly  offer  great  opportunities  for 
septic  infection  or  gangrene  of  ovarian  cysts.  This  is  especially 
true  of  pressure  or  laceration  of  the  tumor  during  labor  itself. 
The  application  of  the  forceps  or  manual  extraction  of  the  placenta, 
with  the  added  possibility  of  infection  from  the  lochia,  an  endo-, 
peri-,  or  parametritic  inflammatory  process,  are  factors  enough, 
each  one  of  which  is  in  itself  sufficient  to  cause  septic  infection  of 
an  ovarian  cyst. 

The  danger  is  still  more  increased  when  the  tumor  is  a  dermoid, 
or  if  during  labor  perforation  of  the  cyst  takes  place ;  and,  pre- 
vious to  a  labor  or  miscarriage,  gestation  alone  plays  quite  a  large 
part  as  a  predisposing  factor  to  inflammation  generally. 

Mangold  states  that  bacteria  may  enter  a  cyst  by  direct  trans- 
portation through  the  venous  circulation  in  cases  of  septic  puerperal 
uterus,  while,  ou  the  other  hand,  Bouilly  believes  that  the  bacteria 
are  transported  through  the  lymphatics  of  the  ovarian  ligament 
from  the  infected  endometrium.  For  the  same  reason  hyperemia 
of  the  pelvic  organs  and  menstruation  may  facilitate  infection. 
During  the  menses  it  may  happen  that  the  reflux  of  the  blood 
may  introduce  germs,  which  normally  are  present  in  the  vagina, 
into  a  previously  aseptic  uterine  cavity. 

The  germs  usually  found  in  the  vagina  are  certain  diplococci, 
several  varieties  of  staphylococci,  and  occasionally  streptococci,  and 
when  once  these  organisms  have  entered  the  uterine  cavity  we  can 
easily  see  how  they  may  attack  a  cyst. 

This  theory  has  been  put  forward  by  Schauta,  and  he  says  that 
the  process  which  takes  place  in  cases  of  gonorrheal  peritonitis 
may  also  be  applied  to  the  infection  of  ovarian  cysts.  In  the 
former  case  the  gonococcus  is  deposited  in  the  vagina,  and  he  can 
only  extend  his  territory  by  means  of  segmentation.  The  internal 
orifice  of  the  cervix  forms  a  hinderauce  to  the  entrance  within  the 
uterine  cavity  of  the  secretions  of  the  cervix,  but  during  menstrua- 
tion the  transportation  of  the  gonococci  may  take  place  by  means 
of  menstrual  reflux.  If  to  menstruation  we  add  coitus  practised 
during  this  time  we  certainly  increase  the  chances  of  infection.  In 
the  first  place,  the  congestion  within  the  abdomeu  is  increased,  and 
during  the  venereal  spasm  the  contractions  may  possibly  produce 
a  certain  degree  of  aspiration  from  the  %-agina  toward  the  uterus. 

Mangold  is  also  of  the  opinion  that  coitus  during  menstruation 
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or  the  puerperium  is  an  etiological  factor  iu  septic  infection  of 
ovarian  cysts,  while,  on  the  other  hand,  Bouilly  affirms  that  he 
has  never  seen  a  case  to  which  the  above  theory  might  apply. 

The  general  condition  of  the  patient  may  also  have  its  influence. 
Debility,  intoxication  of  the  organism,  or  bad  hygienic  surround- 
ings will  certainly  place  the  organism  in  a  more  marked  state  of 
receptivity,  and  both  pathogenic  and  saprophytic  organisms  make 
greater  havoc  in  such  people.  It  is  also  very  probable  that  certain 
infectious  diseases  in  which  the  specific  microbe  has  been  demon- 
strated in  the  pus  act  in  the  same  way,  the  suppuration  in  the  cyst 
being,  so  to  speak,  a  secondary  infection  arising  in  a  weakened 
organism. 

The  pathogenesis  of  aseptic  pus  of  ovarian  cysts  only  means  that 
it  is  a  different  stage  of  the  same  process,  because,  in  the  beginning 
of  the  lesion,  in  all  probability  the  pus  contained  bacteria.  The 
same  ways  of  infection,  the  same  determining  causes  which  pre- 
dominate, are  also  present  in  cases  iu  which  the  pus  is  aseptic,  and 
if  bacteriological  examination  demonstrates  that  the  pus  is  free  from 
organisms,  it  simply  means  that  they  have  disappeared  or  that  they 
have  already  died  off  and  can  no  longer  be  grown  on  artificial 
media,  nor  can  be  seen  microscopically  in  stained  specimens. 

We  have  nothing  new  in  the  above  fact,  and  the  same  phenomena 
take  place  in  abscess  of  the  liver  as  well  as  in  certain  purulent  foci 
produced  by  the  tubercle  bacillus.  Why  the  bacteria  die  is  as  yet 
an  open  question,  but  nevertheless  it  is  certain  that  this  is  the  case. 

Regarding  the  symptomatology  of  ovarian  cysts,  we  may  say 
that  they  give  rise  to  local  and  general  phenomena.  Local  phe- 
nomena are  not  identical  when  the  cyst  is  in  a  latent  and  when  it 
has  arrived  at  what  may  be  termed  the  pelvic  or  abdominal  state. 
In  the  beginning  there  are  no  marked  signs,  and  disturbances  of 
the  menstruation  and  indefinite  pains  in  the  lower  abdomen  have 
only  a  very  slight  value.  Later  on,  by  palpation,  we  can  distin- 
guish a  growth  which  is  seated  laterally  and  extending  more  or  less 
beyond  the  median  line.  The  area  over  the  tumor  gives  dulness 
on  percussion,  while  sonority  will  be  found  all  around  it. 

If  the  cyst  is  very  large  and  unilocular,  fluctuation  may  some- 
times be  easily  made  out.  If  the  cyst  is  a  multilocular  one  we 
will  find  by  palpation  an  irregular  tumor  covered  with  bosses  ; 
while  attentive  examination  will  show  in   many  cases  that  in 
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certain  parts  of  (he  cyst  fluctuation  is  present,  while  in  others  it 
may  be  wanting.  As  long  as  the  tumor  remains  in  the  pelvis,  an 
elastic  and  resistant  mass,  which  is  independent  of  the  uterus,  may 
be  easily  found  by  manual  palpation;  or  when  the  cyst  has  become 
large  and  has  extended  up  into  the  abdomen  we  may  no  longer  be 
able  to  reach  it  by  the  vaginal  finger,  and  it  will  reveal  the  fact 
that  the  cervix  uteri  is  high  up  and  reached  with  difficulty.  The 
abdomen  increases  in  size,  while  the  lateral  projection  becomes  more 
pronounced  in  the  middle  line  and  may  extend  up  as  high  as  the 
false  ribs,  pushing  back  the  diaphragm  ;  the  bladder,  rectum, 
stomach,  uterus,  iliac  vessels  and  vena  cava,  and  the  sacral  and 
lumbar  plexus  show  signs  of  compression.  The  general  health  of 
the  patient  begins  to  deteriorate.  The  general  symptom  produced 
by  ovarian  cysts  is  difficulty  in  breathing,  producing  dyspnea  ; 
dysuria,  incontinence  of  urine,  vomiting,  constipation  or  diarrhea, 
symptoms  of  chronc  uremia,  edema,  and  more  or  less  violent  pains 
are  present ;  pronounced  loss  of  flesh,  with  a  peculiar  expression 
described  under  the  name  of  "  ovarian  faciee,"  is  also  to  be  noted. 

If  we  consider  the  symptoms  presented  by  an  infected  cyst  we 
should  immediately  ask  if  there  are  any  phenomena,  either  local  or 
general,  which  may  facilitate  a  diagnosis  that  suppuration  has  taken 
place.  Generally  speaking,  this  cannot  be  done,  and  it  may  be 
said  that  there  is  no  symptom  which  in  itself  can  indicate  to  the 
surgeon  that  an  ovarian  cyst  has  become  infected.  But  there  are 
certain  symptoms  which  may  possibly  help  us  in  making  a  diag- 
nosis when  septic  infection  of  a  cyst  has  occurred  besides  the  symp- 
toms of  cysts  generally  speaking.  As  local  phenomena  we  will 
have  rapid  increase  in  size  of  the  abdomen,  and  accompanying  this 
there  will  usually  be  a  development  of  the  subcutaneous  vein?. 
The  patient  will  complain  of  very  sharp,  nearly  continual  pains  in 
the  abdomeu,  which  may  either  be  spontaneous  or  produced  by  the 
slightest  provocation.  Ascites  may  be  present,  but  more  usually 
there  is  peritonitis.  The  tumor  will  be  found  only  slightly  mov- 
able, and  fluctuation  is  not  often  so  marked  as  in  ordinary  cysts 
on  account  of  the  greater  denstiy  of  the  fluid  contents. 

As  Penrose  has  pointed  out,  a  suppurating  ovarian  cyst  may 
sometimes  contain  gas,  either  from  communication  with  the  intes- 
tine or  from  decomposition  of  the  contents,  and  in  such  cases  the 
usual  tumor  dulness  will  be  replaced  by  a  tympanitic  note.  But 


SEPTIC    INFECTION    OF  OVARIAN  CYSTOMA. 


103 


when  infection  has  occurred  the  general  phenomena  are  by  far  the 
most  important  :  the  health  is  rapidly  undermined  and  the  patient 
loses  flesh,  the  mucous  membranes  are  pale,  and  the  skin  has  a 
cachectic  color ;  edema,  great  thirst,  and  profuse  perspiration  dur- 
ing sleep  are  complained  of;  in  most  cases  fever  is  continuous,  the 
mercury  marking  in  the  neighborhood  of  38.5°  C,  with  an  even- 
ing rise  and  morning  remission.  In  other  words,  we  have  the 
classical  picture  of  septicemia.  Anorexia  and  vomiting  have  been 
noted  in  a  number  of  cases.  In  some  it  occurred,  and  later  on  the 
cyst  perforated,  its  contents  being  enqjtied  into  the  general  peri- 
toneal cavity.  But  in  many  cases  no  rupture  had  taken  place, 
and  the  vomiting  must  be  wholly  attributed  to  septic  infection  of 
the  neoplasm.  Vomiting  was  present  in  some  instances  at  the 
onset  or  some  time  before  the  septic  process  was  diagnosticated, 
while  in  others  this  symptom  first  appeared  during  the  course  of 
complication  and  when  there  were  a  number  of  symptoms  indi- 
cating the  presence  of  suppurative  phenomena. 

When  vomiting  is  present  it  is  usually  persistent  and  severe,  or 
even  incoercible.  The  vomitus  may  be  greenish  in  color,  or  the 
coffee-ground  type  may  be  present  in  some  cases.  Nausea  often 
precedes  vomiting,  either  with  or  without  rupture  of  the  cyst 
having  taken  place;  and  in  one  reported  case,  where  nausea  with- 
out vomiting  appeared  some  time  before  the  symptoms  of  septic 
infection  of  the  cyst,  necropsy  revealed  the  presence  of  an  old 
gastric  ulcer. 

Diarrhea  has  been  noted  in  many  cases,  with  or  without  rupture 
of  the  cyst;  it  may  occur  at  the  onset  or  during  the  course  of  the 
septic  disturbances.  It  may  also  give  place  to  constipation.  In 
one  case  constipation  appeared  at  the  onset,  and  then  a  severe  diar- 
rhea was  substituted,  which  lasted  several  weeks.  Constipation, 
which  is  often  quite  obstinate,  may  be  present  instead  of  diarrhea 
and  may  occur  at  the  onset  of  the  septic  process. 

Insomnia  or  even  delirium,  and  later  on,  if  the  case  goes  badly, 
there  will  be  a  profound  prostration  and  semi-coma.  Albumin 
may  be  present  in  the  urine,  and  indol  will  nearly  always  be  found 
if  looked  for. 

Dyspnea  is  quite  frequently  present,  and  may  precede  the  septic 
phenomena  or  appear  at  the  onset  and  continue  throughout  the 
progress  of  the  septic  complication.     Broncho-pneumonia  and 
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pleuritis  (metastatic?)  have  been  reported,  and  in  these  cases  it 
was  due  to  a  compression  of  the  lungs,  one  of  which  presented 
adhesions  and  an  inflammation  of  the  diaphragm.  The  dyspnea 
may  be  accounted  for  in  some  cases  on  account  of  the  acute  puru- 
lent peritonitis  following  rupture  of  the  infected  cyst. 

Indicanuria  may,  according  to  Kielman,  have  considerable  diag- 
nostic value,  and  he  says  that  it  occurs  regularly  in  all  cases  in 
which  there  are  purulent  collections  in  the  body,  and  may  conse- 
quently be  considered  as  a  very  valuable  sign,  proof  that  there  is 
a  latent  suppuration  present.  Personally,  in  two  cases  of  infected 
ovarian  cysts,  we  have  found  indol  present  in  the  urine.  As  rare 
complications  of  septic  infection  of  ovariau  cysts  we  may  mention 
edema  of  the  external  genitals,  of  the  lower  extremities,  phlebitis 
with  or  without  rupture  of  the  cyst;  metastases  in  various  joints, 
and  ileus,  have  also  been  reported. 

The  diagnosis  of  septic  infection  of  ovarian  cysts  is  not  easily 
made,  and  we  should  always  have  present  in  our  minds  the  various 
diseases  which  may  simulate  this  condition.  We  should  consider 
two  classes  of  conditions — viz.,  those  in  which  the  infected  cyst 
presents  only  the  symptoms  of  an  ordinary  cyst,  and,  secondly, 
those  in  which  the  suppurating  process  manifests  its  presence  by 
local  and  general  symptoms  which  are  more  or  less  marked.  In 
the  first  case  it  is  impossible  to  make  a  differential  diagnosis  with 
simple  cyst  of  the  ovary,  because  examination  and  symptoma- 
tology are  identical  in  both  instances;  and  for  this  reason  a  septic 
infection  of  a  cyst  may  be  mistaken  for  various  other  affections 
which  are  similar  in  their  symptoms  to  ordinary  ovarian  cysts. 

In  ascites  the  shape  of  the  abdomen  is  not  the  same,  because  the 
flanks  have  a  perfectly  symmetrical  projection.  By  percussion  we 
find  dulness,  which  is  replaced  by  a  tympanitic  note  when  the 
patient  changes  her  position.  Hydrosalpinx  usually  gives  rise  to 
an  exquisite  pain,  which  is  sudden  and  localized  in  the  region  of 
the  diseased  organ  ;  and  thus  we  are  always  able  to  elicit  more 
former  trouble  of  the  genital  apparatus  in  the  patient.  A  fibro- 
cystic tumor  of  the  uterus  will  show  by  palpation  that  the  tumor 
is  firmer  than  an  ordinary  cyst;  it  is  directly  connected  with  the 
uterus  and  participates  in  all  the  movements  given  to  that  organ. 
A  unilateral  hydronephrosis  would  naturally  give  rise  to  serious 
troubles  in  the  urinary  apparatus.    And,  lastly,  in  cases  of  cysts 
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of  the  mesentery  or  of  the  liver  the  surgeon  should  remember  that 
in  such  cases  the  tumor  develops  from  above  clown  and  is  inde- 
pendent of  the  genital  organs,  whereas  in  the  class  of  cases  that 
we  have  now  to  examine  septic  infection  of  the  cyst  is  accompanied 
by  special  symptoms.  Nevertheless  the  diagnosis  may  be  very 
uncertain.  When  the  cyst,  during  its  latent  period,  gives  rise  to 
no  local  symptoms,  but  has  already  produced  toxic  symptoms  in 
the  body,  the  question  of  a  typhoid  fever,  an  acute  miliary  tuber- 
culosis, or  some  infectious  disease  may  be  considered,  and  such  cases 
have  been  reported  by  Feraud  and  Goodell;  and  it  is  only  by  the 
local  manifestations  of  the  growth  that  all  doubts  may  be  removed 
as  to  the  real  cause  of  the  trouble. 

When  we  are  dealing  with  an  infected  cyst  which  is  situated 
high  up  in  the  pelvis  or  high  up  in  the  abdomen,  it  may  be  mis- 
taken for  a  large  number  of  conditions,  aud,  iu  the  first  place,  we 
should  consider  the  question  of  a  malignant  transformation  of  an 
ordinary  cyst  of  the  ovary  or  a  neoplasm  of  this  organ.  Iu  these 
cases  we  find  locally  by  palpation  that  they  are  harder,  more  con- 
sistent, and  firmer  tumors  than  in  cases  of  an  infected  ovarian  cyst, 
while  the  general  symptoms  iu  most  instances  are  less  acute  and 
less  rapid.  If  the  malignant  process  has  extended  we  will  cer- 
tainly find  enlarged  lymphatic  glands.  Cases  of  torsion  of  the 
pedicle  have,  like  suppurating  ovarian  cysts,  a  rapid  increase  in 
the  size  of  the  abdomen  and  a  sudden  and  very  sharp  pain,  but 
there  are  two  important  signs,  which  have  been  described  by 
Reboul,  which  will  allow  of  making  an  exact  diagnosis  before 
operating,  and  these  are :  first,  by  auscultation  a  systolic  souffle 
will  be  heard,  situated  over  the  painful  point  (that  is  to  say,  over 
the  pedicle  of  the  cyst) ;  and,  secondly,  by  palpation  we  will  have 
a  movement  en  masse  of  the  tumor,  which  gives  the  sensation  of 
heaving,  which  coiucides  with  the  arterial  pulse. 

In  cases  of  suppurating  ovaries  or  pyosalpinx  we  will  be  able  to 
elicit  former  disturbances  in  the  adnexa,  while  suppurating  hydatid 
cysts  of  the  ovary,  which  are  mentioned  here  more  as  curiosities 
than  anything  else,  will  give  rise  to  the  characteristic  trembling 
which  is  found  on  palpation  in  these  cases.  Intestinal  occlusion 
begins  very  suddenly,  and  soon  the  abdomen  increases  in  size. 
A  tympanitic  note  will  be  found  everywhere,  and  the  distended 
intestinal  coils  may  be  outlined  through  the  abdominal  wall  in 
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these  patients.  Fecal  vomiting  and  absence  of  feces  and  gas  per 
rectum,  with  cold  skin  and  lowered  temperature,  are  sufficient  signs 
for  the  diagnosis. 

In  the  generalized  peritonitis  the  pain  extends  over  the  entire 
abdomen,  vomiting  will  occur,  and  abdominal  palpation  is  impos- 
sible; and  if  vaginal  examination  be  made  no  sign  of  any  tumor 
will  be  present.  Fever  is  high,  temperature  reaching  about  40° 
C.  without  any  morning  remission,  and  if,  in  a  case  of  infected 
ovarian  cyst,  it  remains  continually  up,  in  peritonitis  we  must  have 
at  a  given  time  a  decrease  by  lysis. 

The  differential  diagnosis  with  encysted  peritonitis  is  most  diffi- 
cult, especially  when  the  collection  is  considerable  in  amount.  The 
means  for  differentiating  are  not  very  numerous,  and  Spencer 
Wells  says  that  he  knew  none.  However,  a  certain  amount  of 
information  may  be  drawn  from  the  irregular  shape  of  the  abdo- 
men, with  a  more  marked  projection  in  a  given  direction  while 
the  rest  of  the  abdomen  remains  depressed,  and  also  the  history 
of  a  slowly  progressing  disease  with  former  attacks  of  peritonitis 
and  the  peculiar  sensation  given  by  the  intestine  on  palpation. 

Periuterine  hematocele  which  has  undergone  an  inflammatory 
process  will  reveal  to  the  examining  finger  within  the  vagina  a 
swelling  which  filis  Douglas's  pouch. 

When  we  are  dealing  with  an  abscess  of  the  broad  ligament  we 
have  one  pathognomonic  sign,  which  is  the  "  abdominal  plaque," 
and  is  felt  as  a  hard  and  resisting  mass  situated  deep  in  below  the 
abdominal  wall  and  projects  immediately  above  the  crural  arch. 

Abscess  of  the  iliac  fossa  is  apt  to  be  adhering  to  the  integu- 
ments, and  is  felt  superficially  independent  of  the  deep  organs. 

Generally  speaking,  the  prognosis  of  the  septic  infection  of  ova- 
rian cysts  is  serious.  If  the  ordinary  cysts  are  themselves  serious ; 
if  they  produce  serious  symptoms;  if,  on  account  of  their  epithe- 
lial nature,  they  are,  so  to  speak,  balancing  between  virulence  and 
perfect  iunocuity,  it  must  be  remembered  that  in  cases  of  infected 
cysts  the  chances  of  a  fatal  termination  are  very  much  greater. 
Patients  who  are  subjects  of  infected  cysts  of  the  ovary  run  great 
dangers,  and  before  surgical  interference  became  a  current  practice 
in  this  class  of  cases  death  was  the  most  frequent  outcome. 

Such  a  large  quantity  of  pus  as  is  found  in  suppurating  cysts  is 
with  difficulty  supported  by  the  human  organism,  and  the  disor- 
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ders  that  it  produces  are  too  considerable  for  a  body  to  resist,  and, 
as  already  stated,  cachexia  and  prostration  are  prominent  in  a  large 
number  of  cases ;  and,  what  is  more,  the  progress  of  the  symptoms 
is  in  most  cases  extremely  rapid,  usually  not  extending  over  a  few 
months. 

We  must  nevertheless  bear  in  mind  that  things  do  not  go  quite 
so  rapidly  in  every  instance,  and  instead  of  this  quick  progress  a 
more  latent  form  of  symptoms  of  subacute  or  chronic  septicemia 
may  be  present.  Some  patients  have  even  remained  sick  for  some 
time  without  presenting  any  serious  disorders,  and  in  one  case 
reported  by  Feraud  the  suppuration  had  existed  eighteen  months 
and  still  the  patient  was  in  a  fair  condition.  One  thing  which  is 
certain  is  that  these  purulent  collections,  when  once  formed,  will 
never  disappear  spontaneously,  and  sooner  or  later  they  will  either 
end  in  death  by  acute  septicemia,  which,  according  to  Herman,  is 
the  most  frequent,  or  by  generalized  peritonitis,  which  may  take 
place  in  one  of  the  two  following  manners — viz.,  by  an  extension 
of  the  inflammation  to  the  surrounding  structures,  or  from  rupture 
of  the  walls  of  the  cyst  if  no  peritoneal  adhesions  are  present,  in 
which  case  the  pus  will  be  spread  throughout  the  general  peritoneal 
cavity.  The  same  phenomena  take  place  when  we  are  dealing  with 
sterile  pus;  its  consistence,  density,  and  considerable  quantity  pre- 
vent it  from  being  absorbed,  and  when  suddenly  emptied  into  the 
peritoneal  cavity  it  will  disturb  the  circulation,  and  thus  produce  a 
shock  which  is  most  favorable  for  the  development  of  inflammation. 

If  rupture  of  the  cyst  should  take  place  when  peritoneal  adhe- 
sions are  already  present,  the  eruption  of  pus  will  take  place  in 
the  neighboring  hollow  viscera,  more  particularly  in  the  digestive 
tract.  Serious  disturbances,  either  direct  or  reflex,  may  result, 
and  death  may  occur  within  a  few  days ;  but  in  the  majority  of 
cases  a  prolonged  suppuration  is  set  up,  which  little  by  little  brings 
the  patient  into  a  hectic  condition.  If  the  ruptured  cyst  is  a  der- 
moid, the  hair  and  solid  matter,  more  particularly  the  teeth,  which 
have  been  emptied  out  along  with  the  liquid  coutents,  may  become 
the  cause  of  a  particular  series  of  accidents.  For  example,  in  cer- 
tain cases,  if  foreign  bodies  from  the  cyst  which  have  entered  the 
bladder  become  the  nucleus  of  a  vesical  calculus,  or  else  if  they 
become  engaged  in  the  ureter,  they  cannot  pass  down  it,  and  conse- 
quently become  an  obstacle  to  the  flow  of  the  urine.    The  cystitis 
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produced  by  a  communication  between  a  dermoid  cyst  and  the  blad- 
der is  always  very  severe,  and  the  inflammatory  process,  extending 
upward  to  the  kidney,  will  result  in  very  serious  renal  lesions. 

If  rupture  of  the  cyst  takes  place  into  the  vagina  or  through 
the  abdominal  wall,  the  patient  is  liable  to  chronic  septicemia. 
Nevertheless  in  these  cases,  as  well  as  in  those  in  which  rupture 
has  taken  place  into  the  hollow  viscera  of  the  neighborhood,  a 
happy  outcome  may  be  brought  about  and  the  condition  may 
finally  be  cured  after  a  certain  length  of  time,  because  the  walls 
of  the  cyst  collapse,  become  atrophied,  and  the  secretions  dry 
up;  but  in  such  a  case  we  have  an  exception,  aud,  if  the  surgeon 
does  not  wish  to  see  his  patient  die,  interference  is  the  only  proper 
thing. 

A  t  the  present  time  removal  of  cysts  of  the  ovary,  whether  they 
have  become  infected  or  not,  is  the  proper  course  to  pursue.  As 
soon  as  suppuration  has  been  recognized,  or  even  suspected,  imme- 
diate interference  is  to  be  recommended.  To  wait  is  to  place  one's 
self  voluntarily  in  bad  condition  and  takes  away  much  chance  of 
success.  If  we  operate  early  the  patient  is  in  better  general  condi- 
tion to  undergo  surgical  interference,  and  if  adhesions  are  present 
they  are  naturally  softer,  easier  to  break  down  ;  and  consequently 
an  operation  under  these  circumstances  is  less  difficult  and  of 
shorter  duration,  which,  as  we  all  know,  are  some  of  the  chief 
elements  of  success. 

Operation  for  the  removal  of  ovarian  cysts  which  are  the  seat 
of  a  septic  infection  may  be  divided  iuto  four  stages,  as  follows : 
1.  Incision  of  the  abdomen.  2.  The  breaking  up  of  the  adhesions 
and  ligature  of  bloodvessels  which  they  may  coutain,  and  then  the 
pus  may  be  removed  by  the  trocar  and  not  with  the  knife,  because 
if  the  cyst  is  incised  pus  will  immediately  flow  out,  and  the  wound 
will  very  likely  become  infected  by  the  septic  material.  The  third 
step  in  the  operatiou  is  the  extraction  of  the  cyst  through  the 
wound,  and  in  doing  this  the  surgeon  should  be  careful  to  avoid 
infecting  the  abdominal  incision  at  the  time  he  is  drawing  the 
pocket  through;  but  this  complication  may  be  easily  avoided  if 
aseptic  gauze  sponges  are  tightly  packed  around  and  inside  the 
line  of  incision.  Next  comes  the  ligature  of  the  pedicle  and  its 
section,  after  which  it  is  dropped  into  the  abdomen  ;  and  here 
again  we  must  remember  that  the  ligature  may  become  infected, 
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and  stout  catgut  is,  according  to  our  way  of  thinking,  the  proper 
material  to  use. 

The  fourth  step  of  the  operation  consists,  firstly,  in  the  cleansing 
of  the  peritoneum,  which  should  be  done  with  great  care,  especially 
when  the  operative  field  has  run  any  chance  of  infection.  If  this 
has  occurred  it  appears  to  us  that  a  free  irrigation  of  the  perito- 
neum is  proper ;  hut  it  should  be  done  with  care,  and  the  liquid 
employed  should  be  a  warm  normal  salt  solution.  We  should  be 
careful  to  limit  the  irrigation  to  the  subumbilical  portion  of  the 
peritoneal  cavity,  aud  a  back  flow  of  the  liquid  toward  the 
diaphragm  should  be  prevented  by  having  the  operating-table 
perfectly  flat  and  the  thorax  slightly  raised.  The  temperature 
of  the  fluid  should  be  37°  C.  After  the  cavity  has  been  carefully 
cleansed  the  abdominal  incision  is  to  be  sutured,  but  we  think  it 
more  prudent  always  to  drain  these  cases  by  placing  the  tube  at 
the  most  dependent  part  of  the  wound. 

The  question  that  arises  is,  Have  we  any  contraindications  for 
operating  on  ovarian  cysts  which  are  the  seat  of  septic  infection  ? 
If  the  patient  is  pregnant  we  believe  that  this  condition  is  a  decided 
indication  for  operating,  because  both  the  mother  and  child  are 
greatly  imperilled  by  the  presence  of  this  pathological  condition. 
In  the  first  place,  miscarriage  may  take  place,  and  in  a  case  reported 
by  Feraud  the  mother  aud  fetus  both  died. 

Labor  may  also  be  greatly  hindered  by  the  presence  of  a  cyst, 
or  may  even  be  rendered  impossible;  and  even  if  this  takes  place 
without  trouble,  when  the  uterus  becomes  emptied  it  may  produce 
a  change  in  the  relationship  of  the  cyst  to  the  surrounding  organs 
and  produce  a  torsion  of  the  pedicle,  or  the  cyst  at  the  time  of 
delivery  may  prevent  involution  from  taking  place,  aud  thus  give 
rise  to  very  serious  hemorrhage.  We  are  also  of  the  opinion  that 
pregnancy  may  cause  infection  to  take  place  in  ovarian  cysts  as 
well  as  cause  them  to  rupture.  Consequently,  if  we  wish  to  pre- 
vent the  patient  from  the  possible  occurrence  of  these  serious  acci- 
dents, ovariotomy  should  be  performed  regardless  of  pregnancy, 
and  the  life  of  the  mother  is  thus  insured,  while  in  many  cases 
pregnancy  will  go  on  to  term  and  a  healthy  child  will  be  delivered. 

Davis  says  :  "  In  cases  of  pregnancy  complicated  by  ovarian 
tumor  but  one  treatment  is  advisable,  aud  that  is  the  removal  of 
the  tumor.    The  best  time  for  such  operation  is  about  the  fourth 
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month  of  pregnancy.  No  period  of  pregnancy,  however,  positively 
forbids  ovariotomy,  and  in  all  cases  removal  of  the  tumor  is  indi- 
cated." 

Penrose,  Dsirne,  Flaischlen,  Anderson,  Terrillon,  McMurtry, 
Acconci,  and  Maugiagalli  are  all  in  favor  of  the  removal  of  ovarian 
cysts  during  pregnancy,  and,  lastly,  we  should  cite  from  the  excel- 
lent text-book  on  obstetrics  by  Eiberaont-Dessaigues  and  Lepage 
the  following,  viz. :  "  That  during  pregnancy  certain  complications, 
such  as  peritonitis,  torsion  of  the  pedicle,  or  rupture  of  a  cyst,  de- 
mand immediate  interference,"  and  the  writer  would  add  that  septic 
infection  of  an  ovarian  cyst  complicating  pregnancy  imperatively 
demands  immediate  operation.  As  to  whether  ovariotomy  should 
be  performed  on  a  woman  who  presents  puerperal  septicemia,  we 
think  that  the  puerperium  should  not  be  considered  as  an  absolute 
contraindication  for  surgical  interference,  and  this  proposition  is 
borne  out  by  the  case  reported  by  Leroy  des  Barres,  who  saved 
his  patient  by  operation.  It  is  certain  that  a  patient  presenting 
a  puerperal  septicemia  is  most  excellent  soil  for  the  development 
of  bacteria,  and  consequently  if  operatiou  can  with  good  reason  be 
delayed  it  is  belter  to  do  so ;  but  we  are  absolutely  in  favor  of 
operating  where  the  septic  symptoms  are  urgent. 

There  is  one  absolute  contraindication  for  the  complete  removal 
of  cysts,  and  this  is  when  we  find  ourselves  in  the  presence  of  old 
and  tough  adhesions  binding  the  tumor  to  the  surrounding  parts, 
and  in  these  cases  there  is  much  danger  if  rupture  of  these  fibrous 
bands  is  undertaken.  Under  these  circumstances,  both  on  account 
of  the  difficulties  in  an  operation  and  the  necessity  of  long  and  labo- 
rious work,  it  has  been  advised  to  perform  an  incomplete  extirpa- 
tion. Keith  in  one  case  found  the  peritoneum  hard  and  cartilag- 
inous and  fully  one-third  of  an  inch  in  thickness,  and  it  was  so 
incorporated  with  the  cyst-wall  that  an  attempt  to  separate  it  was 
not  made.  The  pus  was  washed  out  and  the  cavity  drained.  The 
patient  recovered. 

We  think  it  advisable  in  these  cases  to  suture  the  borders  of  the 
incised  cyst  and  then  drain  the  latter,  just  as  we  would  iu  cases  of 
abscess  ;  but  we  also  think  that  iu  addition  to  the  drainage  through 
the  abdomen  it  is  more  prudent  to  incise  the  vaginal  cul-de-sac  and 
obtain  tne  drainage  by  this  route  as  well.  Naturally  ovariotomy 
with  complete  extirpation  of  the  cyst  is  the  ideal  treatment  when 
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it  is  possible  ;  but  in  other  cases  in  which  danger  is  incurred  from 
the  presence  of  tough  adhesions  the  above  treatment,  we  think,  is 
indicated. 
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DISCUSSION. 

Dr.  Joseph  Price,  of  Philadelphia. — Mr.  President :  Some  of  these 
suppurating  cysts  are  often  called  intraligamentous,  are  frequently 
stitched  and  drained,  and  neither  the  ovarian  nor  the  uterine  arteries 
are  tied.  Throughout  the  whole  domain  of  intraperitoneal  surgery 
this  particular  group,  alluded  to  by  Dr.  Cumston  in  his  paper,  has 
always  been  the  most  interesting  and  is  largely  responsible  for  many 
deaths.  Small  dermoids  bear  a  strong  causal  relation  to  post-puer- 
peral sepsis.  Early  in  my  experience  I  had  quite  a  number  of  patients 
who  impressed  me  with  the  importance  of  a  diagnosis  of  this  nature. 
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The  author  calls  attention,  in  his  closing  remarks,  to  the  chronic 
nature  of  the  trouble.  I  remember  some  few  cases  in  the  dispensary 
service  early  in  my  experience,  when  my  knowledge  of  diagnosis  was 
not  very  good  ;  but  I  did  succeed  in  finding  a  small  mass,  independent 
of  the  uterus,  fixed,  and  often  painful  and  tender.  Those  women  in 
several  instances  refused  operative  interference.  This  was  twenty 
years  ago.  Several  of  them  many  years  later  conceived.  One  entered 
a  private  hospital  in  the  city  for  operation.  Her  clothing  had  been 
put  away,  and  on  the  morning  of  the  operation,  when  she  saw  a  num- 
ber of  doctors  passing  the  bedroom  door,  she  seized  the  clothing  of  a 
convalescent  patient,  dressed,  and  fled  from  the  hospital.  A  few  days 
later  she  came  back  to  the  dispensary,  and  I  removed  an  enormous 
suppurating  dermoid.  Six  years  after  I  had  urged  its  removal  she 
was  delivered  of  a  child.  Small  dermoids  may  result  in  infection,  cause 
elevation  of  temperature,  a  localized  peritonitis,  or  there  may  be  in 
some  cases  fixation  of  the  pelvic  viscera  requiring  section.  A  little 
dermoid  may  be  wholly  responsible  for  puerperal  infection.  This 
whole  group  of  cases  from  that  standpoint  is  interesting.  The  mor- 
tality in  these  cases  has  always  been  high.  I  think  that,  of  fifty  post- 
mortem examinations  for  pelvic  disease,  made  by  some  foreign  authority 
whose  name  I  cannot  now  recall,  he  gives  8  per  cent,  as  being  due  to 
suppurating  dermoids,  without  operative  interference.  Dermoids  some- 
times complicate  extra-uterine  pregnancy,  and  are  largely  responsible 
in  many  cases  for  sterility.  I  am  satisfied  that  occasionally  they  bear 
a  causal  relation  or  give  sufficient  distortion  to  favor  ectopic  preg- 
nancy, and  in  several  instances  I  have  found  them  complicating  that 
accident. 

Dr.  B.  Sherwood-Dunn,  of  Boston. — This  subject  is  a  very  wide 
one,  and  I  think  this  Association  owes  its  thanks  to  Dr.  Cumston  for 
having  presented  a  paper  of  such  a  character.  Most  of  our  -papers  in 
the  past,  as  they  probably  will  be  in  the  future,  have  been  devoted 
largely  to  clinical  subjects,  and  when  we  come  to  consider  the  scientific 
and  pathological  aspects  of  many  intrapelvic  troubles  and  pathological 
conditions,  it  is  a  class  of  work  we  hear  too  little  about,  and  personally 
I  wish  to  congratulate  Dr.  Cumston  on  having  departed  from  the  usual 
line  pursued  at  our  meetings  and  in  having  given  us  such  a  markedly 
classical  and  scientific  paper. 

Dr.  Cumston  (closing  the  discussion). — I  only  hoped  that  my  paper 
would  have  brought  out  more  discussion  on  the  clinical  side  of  suppu- 
ration of  ovarian  cysts  generally,  because  it  appeared  to  me  to  be  an 
important  subject,  and  as  far  as  I  am  aware  this  is  the  first  general 
review  of  the  subject  that  has  been  written  in  English. 


A  SECOND  CONTRIBUTION  CONTAINING  REMARKS 
BEARING  ON  THE  SURGICAL  TREATMENT 
OF  INTUSSUSCEPTION  IN  THE  INFANT : 
WITH  CASES. 

By  H.  HO  WITT,  M.D., 

GUELPH. 


At  the  annual  meeting  of  this  Society  held  in  Toronto  in  1894 
I  read  a  paper  which  contained  remarks  bearing  on  the  surgical 
treatment  of  intussusception  in  the  infant,  and  in  it  the  term  infant 
was  used  in  a  somewhat  modified  sense,  being  restricted  to  those 
under  one  year  of  age.  To  understand  correctly  my  paper  today 
the  same  application  of  the  term  is  essential.  The  object  of  so 
doing,  I  trust,  will  be  made  apparent  to  you  in  the  observations 
which  will  shortly  follow. 

Before  confining  myself  to  those  phases  of  intussusception  which 
pertain  more  particularly  to  the  infant,  it  may  not  be  out  of  place 
to  refer  briefly  to  the  different  varieties  of  intussusception  that 
occur  in  man  at  any  period  of  life,  their  relative  frequency  accord- 
ing to  statistics,  causes,  modes  of  growth,  length  of  bowel  involved, 
and  acuteness  or  severity  of  attack. 

Varieties  of  Intussusception.  For  all  practical  purposes 
there  are  only  four,  namely,  colic,  enteric,  ileo-cecal,  and  ileo-colic. 
The  colic  form,  as  the  term  implies,  takes  place  in  the  colon.  It 
is  never  acute,  seldom  causes  complete  obstruction,  and  the  extent 
of  the  bowel  involved  is  always,  or  at  least  generally,  very  limited. 
The  enteric  form  occurs  in  almost  any  portion  of  the  small  intes- 
tine. It,  too,  is  rarely  acute,  and,  though  there  are  exceptions,  sel- 
dom involves  more  than  a  few  inches  of  the  intestine. 

The  ileo-cecal  has  its  origin  at  the  ileo-cecal  valve.  The  valve 
always  forms  the  apex  or  lowest  point  of  its  intussusceptum.  It 
may  be  either  acute  or  chronic,  generally  the  former.  There  are 
instances  of  it  on  record  in  which,  within  a  few  hours  after  the 
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onset,  the  greater  portion  of  the  colon  became  involved  and  the 
apex  appeared  at  the  anus. 

The  ileo-colic  in  some  respects  resembles  very  closely  the  ileo- 
cecal, and  the  two  varieties  are  frequently  confounded  by  writers. 
It  differs  from  the  ileo-cecal  variety  in  having  a  few  inches  of  the 
lower  end  of  the  ileum  invaginated  through  the  ileo-cecal  valve. 
This  is  a  very  important  distinction  in  regard  to  the  completeness 
of  the  obstruction,  the  acuteness  of  the  attack,  the  initial  symptoms, 
and  especially  the  treatment  necessary  to  give  relief.  It  is,  in  my 
opinion,  of  necessity  always  acute.  Treves  says  it  is  the  most  acute 
aud  rapid  form  of  intussusception.  Its  apex  is  the  prolapsed  por- 
tion of  the  ileum.  After  four  or  five  inches  of  the  lower  end  of 
the  ileum  become  invaginated  through  the  valve,  its  further  course 
resembles  very  closely  that  of  an  acute  case  of  the  ileo-cecal  form. 
It  involves  the  lower  end  of  the  ileum  and  generally  a  large  extent 
of  colou.  It  has  been  known  to  appear  at  the  anus  within  a  very 
short  time  after  the  commencement  of  the  attack.  It  is  a  very 
rare  variety  of  intussusception,  except  in  young  infants,  and  the 
reason  for  this  is  apparent  when  we  consider  the  difference  that 
exists  in  the  firmness  of  the  structure  of  the  ileo-cecal  valve  and 
immediate  tissues  in  them  from  those  of  more  advanced  years. 

Relative  Frequency  op  the  Various  Forms  that  Occur 
at  Any  Age.  According  to  Leichtenstern,  the  best  authority  on 
the  subject,  one  hundred  cases  of  the  different  anatomical  varietu is 
of  invagination  are  thus  distributed  :  ileo-cecal,  44  percent.;  enteric, 
30  per  cent.  ;  colic,  18  per  cent. ;  aud  ileo-cecal,  only  8  per  cent. 
The  statistics  of  Brnntou  and  others  very  closely  agree  with  his 
results. 

Causes.  Authorities  mention  catarrhal  affections  of  the  bowel, 
and  polypi.  Dr.  Robinson,  of  Guelph,  from  whom  I  received  three 
of  my  cases,  has  called  my  attention  to  the  fact  that  preputial  irri- 
tation may  be  a  factor  in  infancy.  Certainly  all  the  cases  it  has 
been  my  lot  to  see  were,  with  one  exception,  male  children  who  had 
sufficient  evidence  to  require  attention  in  respect  to  this  matter. 

Surgical  writers  frequently  refer  to  phimosis  as  an  important 
cause  in  the  young  of  hernia,  prolapsus  ani,  and  hydrocele ;  the 
latter  being  produced  by  the  pressure  caused  by  the  straining  efforts 
affecting  the  circulation  in  the  spermatic  vessels.  It  is  but  reason- 
able, then,  to  believe  that  preputial  irritation  plays  a  more  or  less 
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important  role  in  the  causation  of  this  variety  of  intussusception, 
and  the  mere  fact  that  the  great  majority  of  infants  who  have  the 
trouble  are  males  bears  quite  strongly  in  favor  of  this  view. 

Mode  of  Growth.  In  all  but  the  ileo-colic,  after  the  invagi- 
nation has  once  commenced  it  continues  to  grow,  not  at  the  expense 
of  the  upper  or  entering  layer,  but  at  the  expense  of  the  lower 
portion  of  bowel  or  receiving  layer.  But  in  the  ileo-colic,  for  a 
time,  at  least,  things  are  different.  The  growth  at  first  is  at  the 
expense  of  the  ileum,  which  enters  the  colon  through  the  valve. 

Length  of  Bowel  Involved.  In  the  colic  and  enteric  vari- 
ety it  is  generally  limited  to  a  few  inches,  though  some  cases  of  the 
latter  have  been  reported  in  which  the  amount  was  quite  extensive. 
On  the  other  hand,  in  the  ileo-cecal,  and  more  especially  in  the  ileo- 
colic, the  amount  of  bowel  involved  is  often  quite  astonishing. 
Treves  mentions  that  it  is  owiug  to  the  fixed  condition  of  the  colon 
that  we  have  such  small  colic  intussusceptions  ;  but  this  is  evidently 
not  exactly  the  correct  view,  for  in  the  ileo-cecal  and  ileo-colic  vari- 
eties it  is  not  uncommon  to  have  more  than  half  of  the  colon 
invaginated.  May  it  not  rather  be  that  the  completeness  of  the 
obstruction  plays  an  important  role  in  the  length  of  the  intussus- 
ception ?  Certainly,  when  the  obstruction  is  complete  the  pressure 
above  must  be  greater  than  when  such  a  state  does  not  exist. 

The  forms  of  intussusception  which  commence  in  the  colon  or 
small  intestine  away  from  the  ileo-cecal  valve  are  then,  with  few 
exceptions,  chronic,  rarely  involve  much  bowel,  and  seldom  give 
rise  to  complete  obstruction.  On  the  other  hand,  those  in  which 
the  valve  is  implicated  are  almost  invariably  acute,  and,  as  a  rule, 
to  which  there  are  few  exceptions,  cause  complete  obstruction. 

Now,  in  infants  we  have  only  the  acute  forms  to  deal  with ;  for 
when  we  exclude  the  pseudo-varieties  which  occur  in  them  during 
the  agonies  of  death,  and  which  are  of  no  practical  import,  we  have 
merely  the  ileo-colic  and  possibly  the  ileo-cecal  to  cousider. 

All  authorities  agree  that  the  ileo-colic  is  the  most  acute  and  dan- 
gerous form  of  intussusception.  The  reason  is  plain  :  it  is  the  ileo- 
cecal variety  plus  the  valve  distended  and  its  lumen  occluded  by 
two  swollen  and  edematous  layers  of  the  ileum. 

Notwithstanding  what  statistics  indicate,  it  is  my  opinion  that  in 
the  young  infant  the  ileo-colic  variety  is  by  all  odds  the  most  com- 
mon.   It  is  my  firm  belief,  too,  that  numerous  instances  of  it  occur 
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in  them,  leading  invariably  to  a  fatal  termination,  without  the  true 
nature  of  the  malady  being  recognized  or  even  suspected  by  the 
attendant.  When  the  facts  having  reference  to  the  peculiarities  in 
the  infant  with  regard  to  intussuception  become  more  generally 
known,  it  will  undoubtedly  be  found  that  this  form  of  invagina- 
tion is  not  by  any  means  so  rare  a  disease  in  infancy  as  is  generally 
supposed,  aud  that  the  statistics  of  the  future  will  give  it  a  far 
higher  standing  in  the  table  of  relative  frequency  than  it  does 
today.  I  have  seen  seven  cases  of  intussusception  in  the  infant; 
all  were,  with  one  exception,  in  male  children,  and  all  were  of  the 
ileo-colic  variety.  But,  what  is  to  me  peculiar,  six  of  them  have 
occurred  almost  within  five  years  of  the  present  time.  The  district 
from  which  these  came  has  a  population  of  less  than  twelve  thou- 
sand. There  exists  good  evidence  and  reason  to  believe  that  not  as 
much  as  50  per  cent,  of  the  cases  that  actually  occurred  were  seen 
by  me.  In  the  early  years  of  my  practice,  and  in  fact  till  com- 
paratively recently,  my  attention  was  not  directed  to  the  matter. 
It  is,  then,  quite  probable  that  other  cases  occurred  but  were  not 
diagnosticated  by  me.  It  is  not  unfair  for  me  to  state  that  it  is 
quite  possible  that  other  medical  men  have  failed  likewise. 

The  symptoms  of  intussusception  in  the  infant,  owing  to  it  being 
always  acute,  are  definite.  The  ouset  is  sudden,  and  it  generally 
takes  place  during  sleep.  In  six  of  the  cases  which  I  have  had  an 
opportunity  to  see  it  occurred  suddenly  during  sleep,  and  in  the  re- 
maining one,  if  not  during  it,  at  least  within  a  few  minutes  after 
the  child  awakened  from  a  quiet  slumber.  The  child  awakes  with 
a  piercing  cry  of  agony  unknown  to  any  other  disease  of  infancy. 
Shortly  the  surface  of  the  body  becomes  blanched,  cold,  and  moist- 
ened with  the  clammy  perspiration  common  to  profound  shock. 
The  vasomotor  centres  are  so  affected  that,  as  it  were,  hemorrhage 
takes  place  into  the  internal  vessels.  The  child  may  die  from  the 
effects  of  the  shock  or  from  the  convulsions  induced.  Generally, 
however,  vomiting  occurs,  followed  shortly  by  reaction,  and  in  a 
comparatively  short  space  of  time  there  may  be  no  evidence,  in  the 
external  appearance,  pulse,  temperature,  or  anything  about  the 
little  one,  to  indicate  that  the  child  is  in  danger,  other  than  possi- 
bly some  tenderness  on  firm  pressure  in  the  region  of  the  cecum. 
In  less  than  an  hour  the  portion  of  ileum  which  has  become 
invaginated  through  the  valve  becomes  swollen  sufficiently  to  be 
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detected  as  a  small  lump.  After  a  varying  lapse  of  time,  lasting 
sometimes  only  a  few  minutes,  at  others  as  much  as  an  hour  or 
even  two,  the  pain  returns,  but  not  with  the  suddenness  nor  with 
the  severity  of  that  of  the  onset.  The  recurring  attacks  resemble 
severe  colic,  tend  as  time  advances  to  return  at  shortening  intervals, 
and  are  frequently  accompanied  with  vomiting,  which  may  become 
stercoraceous,  and  with  straining  efforts.  Within  a  short  time  of 
the  onset,  if  the  bowel  below  the  obstruction  contains  fecal  matter, 
we  may  have  one  or  two  natural  movements.  Then  merely  mucus, 
or  mucus  tinged  with  blood,  or  even  pure  blood  may  be  expelled. 
During  the  first  day  the  abdomen  is  not  distended,  and  its  walls  are, 
in  the  intervals  between  the  pains,  relaxed.  Later,  tympanites  sets 
in,  and  still  later  rigidity  of  the  walls,  indicating  the  commencement 
of  peritonitis.  For  the  first  thirty  hours  or  longer  neither  the  pulse 
nor  the  temperature  may  be  affected.  The  tumor  caused  by  the 
invagination  is  generally  easily  detected.  It  is  at  first  very  small, 
but  increases  in  size  quite  rapidly,  depending  on  the  frequency, 
duration,  and  severity  of  the  attacks  of  pain.  It  first  exists  in  the 
cecal  region,  but  afterward,  according  to  the  amount  of  bowel  en- 
gaged, is  found  in  the  course  of  the  colon.  In  the  later  periods, 
when  tympanites  is  great,  it  may  be  covered  by  the  distended  coils 
of  small  intestine  or  forced  under  the  ribs  out  of  reach. 

Diagnosis.  The  alpha  and  omega  of  it  is  centred  in  the  history 
of  the  onset.  For  without  the  initial  symptoms  the  attendant  may 
be  likened  to  a  ship  in  a  storm  with  neither  compass  nor  helm.  In 
many  instances  the  nature  of  the  onset  is  sufficient  for  all  practical 
purposes.  If  in  addition  a  tumor  can  be  detected  in  the  course  of 
the  large  bowel,  no  room  is  left  for  doubt. 

The  most  common  error  in  the  diagnostication  is  gastro-enteritis 
or  ileo-colitis.  But  we  have  merely  to  compare  the  initial  symp- 
toms in  them  with  those  of  infantile  intussusception,  and  the  diffi- 
culty vanishes  at  once. 

Treatment.  In  young  infants,  I  am  convinced  by  my  own 
personal  experience,  and  by  perusal  of  considerable  literature  per- 
taining to  the  subject,  that  the  variety  of  intussusception  is  almost 
invariably  ileo-colic,  and  hence  the  obstruction  is  of  such  a  nature 
as  to  preclude  a  successful  result  by  any  other  method  short  of 
operative.  The  reason  is  apparent.  The  tight  constriction  of  its 
neck  by  the  ileo-cecal  valve  causes  that  part  of  the  invagination 
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beyond  it  to  become  so  swollen  and  tense  that,  in  a  sense,  it  resem- 
bles a  well-hammered  boiler  rivet,  which  no  evenly  distributed 
pressure  from  within  can  force  out.  The  peculiarly  curved  or 
hook-shaped  condition  of  the  invagination,  caused  by  the  resistance 
of  the  mesentery,  adds  greatly  to  the  difficulty  of  its  reduction  by 
ordinary  means.  It  is  my  advice,  then,  that,  as  soon  as  the  trouble 
is  diagnosticated,  not  a  moment  should  be  lost  in  endeavors  to  relieve 
by  bowel  inflation,  injection,  or  any  other  means  short  of  abdom- 
inal section.  Resort  to  milder  methods  can  only  result  in  loss  of 
valuable  time  and  exhaust  and  endanger  your  little  patient. 

Method  of  Operating.  Make  ample  provision  to  maintain 
the  temperature  of  the  delicate  subject,  especially  the  extremities, 
and  do  not  overlook  a  single  factor  of  the  usual  aseptic  preparations 
or  precautions.  A  median  incision  three  inches  in  length,  in  my 
opinion,  is  the  best.  Avoid  endangering  the  high-placed  bladder 
by  not  extending  it  too  near  the  pubes.  A  three-inch  incision  in 
the  infant  corresponds  in  relative  extent  to  a  large  one  in  the  adult. 
When  it  is  completed,  pray  do  not  attempt  to  fish  out  the  invagi- 
nated  portion  with  fingers,  for  you  will  find  this  procedure  very 
difficult  and  embarrassing.  Pushing  the  fingers  first  in  this  and 
then  in  that  direction,  over,  between,  and  among  the  delicate  coils 
of  intestines,  in  futile  attempts  to  accomplish  the  work,  abrades  the 
delicate  peritoneum,  consumes  time,  and  frequently  confuses  the 
operator.  There  are  valid  reasons  against  it.  In  many  instances, 
before  the  operation  is  commenced,  the  secondary  invagination  of 
the  cecum  and  colou  has  reached  the  transverse  colon,  or  even 
further,  so  that  the  tension  produced  on  the  peritoneum  of  the  pos- 
terior wall  of  the  abdomen  binds  the  invaginated  part  so  closely  to 
it  that,  until  at  least  a  portion  of , the  colon  is  disinvaginater),  the 
part  cannot  be  brought  out  without  unjustifiable  force.  Though 
that  portion  of  the  colon  implicated  is,  as  a  rule,  easily  reduced,  it 
cannot  be  done  without  risk  till  the  field  is  open  to  sight.  By  far 
the  better  plan  is  to  eventrate  the  small  intestines  as  quickly  as  due 
gentleness  will  permit,  and  protect  them  with  aseptic  gauze,  the 
temperature  of  which  is  maintained  by  irrigation  with  water  of  a 
suitable  temperature.  Very  quickly  this  method  permits  the  field 
to  be  cleared  and  allows  the  operator  to  proceed  to  disinvaginate 
under  favorable  circumstances.  Now  do  not  attempt  to  pull  the 
ileum,  but  grasp  the  colon  below  close  to  the  apex  of  the  intus- 
susceptum,  in  such  a  manner  as  to  make  pressure  on  it.    Follow  it 
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step  by  step  up  the  colon  till  either  the  whole  of  the  large  bowel 
engaged  is  free,  or  until  the  tension  of  the  peritoneum  is  sufficiently 
relaxed  to  permit  the  remaining  portion  to  be  brought  easily  out  of 
the  incision.  Having  reduced  the  colon  and  cecum,  we  come  to 
the  most  difficult  obstacle  in  the  operation—the  invaginated  portion 
of  the  ileum.  It  is  generally  so  swollen  and  firm  to  the  touch  as 
to  resemble  a  solid  body.  Grasp  the  mass  in  one  hand  and  make 
firm  pressure  for  a  few  minutes.  Then  take  it  up  in  such  a  manner 
that  the  thumbs  make  pressure  upon  the  apex  while  the  fingers 
surround  the  outer  orifice  of  the  ileo-cecal  valve.  In  other  words, 
you  reduce  it  in  a  similar  manner  to  that  advised  in  surgical  works 
for  paraphimosis.  Of  course,  there  is  the  difference  that  the  large 
bowel  covers  the  part  from  view.  When  reduction  is  almost  com- 
pleted, but  not  until  then,  it  aids  and  hastens  the  work  to  pull 
carefully  on  the  ileum. 

The  lower  part  of  the  ileum  after  the  part  has  been  disinvagi- 
nated  is  often  quite  blackish  in  color,  furrowed  in  places,  and  has 
patches  of  its  peritoneal  coat  wanting.  It  is  really  astonishing,  in 
regard  to  it,  what  nature  under  favorable  circumstances  can  accom- 
plish. It  is  my  custom,  before  replacing  the  bowel,  to  force  the 
contents  in  the  healthy  portion  of  the  ileum  above  through  the 
affected  part  into  the  colon.  This  proves  that  the  obstruction  has 
been  effectually  overcome  and  insures  an  early  movement  of  the 
bowels  ;  besides,  it  in  no  small  measure  hastens  recovery  by  getting 
rid  of  offensive  germ-laden  material  from  the  system.  The  intes- 
tines are  returned  to  the  abdomen,  the  omentum  spread  over  them 
to  prevent  bowel  adhesion  to  line  of  wound,  and  then  the  incision 
is  closed  without  drainage.  It  is  better  to  cover  the  dressing  with 
oiled  silk,  the  edges  of  which  are  sealed  to  the  abdomen  with  collo- 
dion, in  order  to  prevent  the  urine  of  the  child  reaching  the  cut. 
If  it  is  found  in  any  case  impossible  to  reduce  the  portion  of  ileum 
which  is  invaginated  through  the  valve,  it  would  be  well  to  adopt 
the  method  advised  by  Mr.  Bernard  Pitts,  of  London,  England, 
in  the  Lancet  of  June  12, 1897.  He  sutures  the  ileum  at  the  neck 
of  the  intussusception  to  the  cecum,  then  opens  the  cecum  and  cuts 
off  the  invaginated  portion  close  to  the  inner  side  of  the  valve. 

In  my  last  paper  I  reported  three  cases  of  infantile  intussuscep- 
tion. The  parents  of  one  refused  operative  measures,  and  the  child 
died.    The  others  were  saved  by  resorting  to  the  measures  stated 
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above,  with  the  difference  that  in  each  case  an  attempt  was  first 
made  to  relieve  by  bowel  inflation  or  injection.  Since  that  time 
four  cases  have  come  under  my  notice.  Two  were  operated  upon 
by  myself  and  recovered.  One  died  shortly  after  the  onset,  before 
anything  could  be  done  ;  he  died  from  the  convulsions  induced. 
The  fourth  I  saw  in  the  practice  of  another  surgeon,  through  whose 
kindness  I  was  present  at  the  operation. 

Dr.  Robinson  has  kindly  furnished  me  with  notes  of  the  last  two 
cases  which  were  saved  by  operative  measures.  I  give  them  in  his 
own  words  : 

Case  I. — About  11.30  a.m.  on  September  17,  1897,  I  was 
called  to  see  J.  McT.,  aged  five  months  and  twenty  days.  On 
questioning  the  mother  the  following  facts  were  obtained  :  From 
birth  the  child  had  been  perfectly  healthy  and  had  never  had  any 
catarrhal  irritation  of  the  bowel.  A  little  after  nine  o'clock  that 
morning  he  had  lain  down  to  sleep,  as  was  his  custom.  An  hour 
afterward  the  nurse  was  startled  by  the  child  awakening  out  of  his 
sleep  with  an  unusual  scream  of  agony.  Presently  the  child  became 
pale  and  cold  ;  at  the  same  time  the  surface  of  the  body  was  moist- 
eued  with  perspiration.  His  mother,  who  was  absent  at  the  time 
of  the  attack,  on  entering  the  room  noticed  a  marked  change  in  her 
son,  became  alarmed,  and  sent  for  me.  In  the  meantime  reaction 
set  in,  but  before  it  became  established  he  gave  several  sharp  cries 
of  pain. 

On  my  arrival,  an  hour  and  a  half  after  the  onset  of  the  attack, 
there  were  no  symptoms  of  a  serious  nature  to  indicate  that  there 
was  anything  wrong  with  the  child,  but  from  the  history  of  the 
attack  I  suspected  an  invagination  of  the  bowel — a  possible  condi- 
tion, notwithstanding  that  I  failed,  although  a  careful  examination 
was  made,  to  find  a  tumor.  The  mother  was  informed  that  if  my 
suspicions  were  correct  we  would  presently  expect  recurrence  of 
pain  and  probably  bloody  stools.  I  then  left,  promising  to  return 
in  an  hour  or  two,  but  was  called  to  another  part  of  the  city  and 
detained  there  until  4  p.m.  Early  in  the  afternoon  severe  colicky 
pains  set  in,  and  at  three  o'clock  a  discharge  of  mucus  tinged  with 
blood  was  expelled.  In  my  absence  Dr.  A.  Mackinnon  was  called, 
who  concurred  with  my  diagnosis  and  recommended  an  operation. 
By  this  time  the  tumor  could  readily  be  felt  above  the  umbilicus. 
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The  child  was  at  once  taken  to  St.  Joseph's  Hospital  and  prepara- 
tion was  made  for  the  operation,  which  was  performed  by  Dr. 
Howitt,  assisted  by  Dr.  Mackinnon  and  myself.  No  attempt  was 
made  to  reduce  the  invagination  by  bowel  inflation.  The  form  of 
intussusception  was  ileocolic. 

The  recovery  was  uneventful  and  the  little  one  left  the  hospital 
on  the  teuth  day,  and,  with  the  exception  of  an  attack  of  measles, 
has  enjoyed  perfect  health  ever  since. 

Case  II. — On  the  morning  of  April  20,  1898,  I  was  called  to 
see  Carl  Wakefield,  aged  five  mouths  and  twenty  days.  On  arriv- 
ing at  the  house  I  obtained  the  following  history  from  the  parents  : 
From  birth  the  child  had  been  particularly  healthy,  except  that  on 
three  separate  occasions  it  had  "  cramps  "  for  several  hours,  causing 
considerable  pain.  On  each  occasion  relief  soon  followed  a  dose  of 
soothiug  syrup.  The  child  was  nursed  by  its  mother,  and  in  addi- 
tion was  fed  boiled  bread  and  water,  biscuits,  sago,  and  latterly  a 
few  potatoes. 

On  the  evening  previous  to  my  visit  the  child  was  put  to  bed 
apparently  in  the  best  possible  health,  and  slept  quietly  until  mid- 
night, when  it  suddenly  awoke  screaming  and  with  every  symptom 
of  violent  pain.  He  vomited  almost  immediately  a  yellowish- 
green  fluid,  and  the  mother  noticed  that  his  face  and  body  were 
deadly  pale  and  that  a  cold,  clammy  perspiration  stood  in  drops  on 
his  body,  hands,  and  feet ;  the  lips  were  colorless,  and  the  child 
looked  like  one  dead.  Nothing  seemed  to  give  relief  from  the 
intense  pain.  About  2  o'clock  a.m.  a  movement  of  the  bowels 
occurred,  quite  natural  in  appearance  and  large  in  quantity.  The 
pain  seemed  even  worse  after  this,  and  the  vomiting  still  continued 
at  intervals.  At  three  o'clock  a  considerable  quantity  of  bright- 
red  blood  mixed  with  a  little  mucus  passed  from  the  bowels.  After 
this  the  pain  was  easier  and  the  child  slept  for  shqrt  intervals  until 
about  6.30.  From  this  hour  until  8.30  the  suffering  was  very 
great.  I  saw  the  patient  about  9.30  a.m.  in  oue  of  his  easy  spells. 
The  condition  of  the  child  was  good,  but  ou  making  a  careful 
examination  I  indistinctly  felt  in  the  epigastric  region  a  tumor 
apparently  the  size  of  a  hen's  egg.  I  was  not  able  on  a  second 
examination  to  feel  the  tumor,  nor  did  I  feel  it  again  even  when 
the  child  was  under  an  anesthetic.  The  diagnosis  to  me  seemed 
clear,  especially  from  the  history  of  the  case.     I  recommended  an 
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operation,  and  asked  for  a  consultation  with  Dr.  Howitt,  who  saw 
the  ease  with  me  about  ten  o'clock  and  concurred  in  the  diagnosis 
and  treatment  recommended.  At  12.30  a  second  bloody  stool 
mixed  with  mucus  took  place.  The  child  was  removed  to  St. 
Jo-eph's  Hospital  and  was  operated  on  by  Dr.  Henry  Howitt  about 
5  p.m.    The  variety  of  invagination  was  ileo-colic. 

The  recovery  after  operation  was  uneveutful;  the  first  few  pas- 
sages from  the  bowel  were  bloody,  but  on  the  second  day  an  enema 
was  given,  and  a  natural  motion  of  the  bowels  took  place.  In  about 
one  week's  time  the  sutures  were  removed,  and  on  the  tenth  day 
from  the  operation  the  child  was  removed  from  the  hospital,  and 
has  remained  in  perfect  health  up  to  the  present  time. 

In  order  to  emphasize  a  difficulty  in  the  diagnostication,  let  me 
state  here  in  regard  to  the  last  case  that  neither  at  the  time  of  con- 
sultation nor.  when  the  child  was  under  the  anesthetic  on  the  oper- 
ating-table could  I  detect  the  tumor;  what  is  more,  on  both  occa- 
sions, when  we  leave  out  the  history  of  the  case  as  given  by  the 
medical  attendant  and  parents,  there  was  not  a  single  symptom 
pointing  to  intussusception  or  any  other  trouble.  In  fact,  when 
the  child  was  placed  on  the  operating-table  he  was  smiling  and 
cooing,  and  to  all  outward  appearance  in  the  best  of  health. 

These,  with  the  two  cases  reported  in  my  last  paper,  make  four 
consecutive  successful  operations  for  intussusception  in  infants  by 
me,  all  in  little  ones  under  six  mouths  of  age. 

From  the  photographs  of  the  children  taken  recently  it  will  be 
readily  perceived  that  in  the  one  in  whom  the  operation  was  per- 
formed a  year  ago  the  line  of  incision  can  hardly  be  traced,  while 
in  the  other,  whose  operation  dates  back  only  five  months,  the  line 
is  quite  distinct. 

The  following  are  notes  of  the  other  cases  of  infantile  intussus- 
ception  to  which  I  have  already  referred  : 

Early  in  the  morning  of  November  2,  1897,  as  I  was  leaving 
my  office  to  make  a  call,  Mr.  C,  who  lives  a  short  distance  from 
where  I  reside,  met  me  and  requested  me  to  come  at  once  to  see  his 
child,  a  male  infant  about  six  months  of  age.  My  arrival  could 
not  have  been  more  than  fifteen  minutes  after  the  onset  of  the 
attack.  The  mother  told  me  that  the  child  had  awakened  early  that 
morning  and  had  appeared  to  be  in  excellent  health — laughed  and 
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played  with  his  feet  as  infants  are  accustomed  to  do.  After  the 
mother  arose,  and  while  she  was  dressing,  the  child  fell  into  a  sound 
slumber  for  twenty  minutes  ;  it  then  suddenly  gave  a  piercing  cry, 
writhed  in  agony  for  a  few  minutes,  and  then  fell  into  a  state  of 
profound  collapse. 

On  my  arrival  the  child's  lips  were  blanched  and  the  surface  of 
the  body  was  cold,  pale,  and  in  parts  moist.  The  action  of  the  heart 
was  rapid,  but  no  pulse  could  be  detected  at  the  wrist.  The  child 
was  quite  limp  and  made  no  voluutary  effort  of  any  kind.  The 
peculiar  onset  led  me  to  suspect  intussusceptiou.  On  examination  I 
detected  a  small  nodule  in  the  cecal  region;  pressure  on  it  seemed 
to  rouse  the  child  somewhat,  for  it  made  feeble  efforts  to  resist,  and 
twitching  of  the  distant  muscles  was  noticed.  Advising  the  parents 
to  apply  heat  to  the  extremities  and  body,  I  left,  attended  to  my 
first  call,  and  was  making  preparations  at  my  office  with  a  view 
of  operating  when  the  father  called  and  told  me  that  the  infant 
was  dead.  Half  an  hour  after  my  departure  from  the  house 
the  child  took  a  convulsion,  from  which  it  never  rallied.  Death 
occurred  within  two  hours  after  the  first  symptom  of  the  trouble 
commenced.  The  parents  refused  to  permit  me  to  open  the  abdo- 
men, but  I  had  an  opportunity  to  examine  externally  almost  imme- 
diately after  death.  There  was  no  difficulty  whatever  in  defining 
an  oval-shaped  lump  in  the  situation  of  the  cecum.  There  is  no 
doubt  in  my  mind  as  to  the  nature  of  the  trouble.  The  child  had 
been  in  excellent  health  up  to  the  morning  of  his  death.  The  pre- 
puce was  long  and  adherent  and  had  a  minute  orifice.  It  is  my 
belief  today  that  had  an  opiate  been  given  at  the  time  of  my  first 
visit  the  child  would  have  had  a  chance  to  be  saved  by  operative 
means. 

The  remaining  case  occurred  in  the  practice  of  a  confrere  of 
mine,  who  requested  me  to  be  present  at  the  operation.  The  infant 
was  a  female,  aged  four  months,  who  had  been  previously  healthy. 
The  attack  commenced  in  a  manner  similar  to  those  related  above. 
It  took  place  on  March  31,  1897,  and  on  the  morning  of  April 
2d — or,  in  other  words,  the  third  day  of  attack — the  child  was 
taken  to  the  Guelph  General  Hospital  and  the  operation  performed 
by  the  doctor.  The  invagination  had  extended  to  the  middle  of 
the  transverse  colon.  When  the  disinvagination  of  the  portion  of 
the  large  bowel  engaged  was  almost  completed,  the  colon,  unfortu- 
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nately,  gave  way  and  a  rent  was  made  in  its  anterior  surface 
extending  fully  three  inches  upward  from  the  cecum.  After  re- 
ducing the  invaginated  ileum,  the  doctor  closed  the  tear  with  inter- 
rupted silk  sutures,  tying  each  when  introduced.  The  consequence 
was  that  the  line  of  the  closed  wound  when  completed  ran  obliquely 
across  the  colon  and  completely  occluded  the  lumen  of  the  bowel. 
He  had  no  other  resource  left  than  to  anastomose  the  ileum  above 
to  the  colon  below  the  suture  line,  which  he  did  with  a  Murphy 
button.  The  child  never  rallied,  and  died  three  hours  after  leaving 
the  operating-room. 

The  following  table  shows  all  the  cases  of  infantile  intussuscep- 
tion which  have  come  under  my  notice,  with  other  particulars. 
They  are  given  in  the  order  as  to  date  in  which  they  occurred. 


Initials 

of 
patient. 

Sex  Age. 

Date 
of 
attack. 

Treat- 
ment. 

Attend- 
ant or 
operator. 

Date  of 
opera- 
tion. 

Re- 
sult. 

Date 

of 
death. 

Remarks. 

W.  C. 

M. 

2  mos. 

July  2, 

Opera- 

Self. 

July  4, 

R. 

Left  hospital  on 

28  dys. 

1888. 

tion. 

tenth  day. 

B.  W. 

M. 

5  mos. 

Julv  17, 

Medical. 

Dr.W.O.S. 

D. 

Julv  20, 

Post-mort.  proved 

15  dys. 

1893. 

1893. 

diagnosis. 

F.  L. 

M. 

5  mos. 

Apr.  20, 

Opera- 

Self. 

Apr.  21, 

R. 

Left  hospital  on 

20  dys. 

1894. 

tion. 

tenth  day. 

—  B. 

F. 

4  mos. 

Mar.  31, 

Opera- 

Dr.W.F.S. 

Apr.  2, 

D. 

Apr.  2. 

Death  due  to  ac- 

1897. 

tion. 

cident  during 

J.  McT. 

operation. 

M. 

5  mos. 

Sept.17, 

Opera- 

Self. 

Sept.17, 

R. 

Left  hospital  on 

20  dys. 

1897. 

tion. 

tenth  day. 

J.  C. 

M. 

6  mos. 

Nov.  2. 

Self. 

D. 

Nov.  2, 

Died  within  two 

1897. 

hours  of  onset 

from  convul- 

sions. 

C.  W. 

M. 

5  mos. 

Apr.  20, 

Opera- 

Self. 

Apr.  20, 

R. 

Left  hospital  on 

20  dys. 

1898. 

tion 

tenth  day. 

In  conclusion,  permit  me  to  repeat  a  statement  which  I  made  in 
my  first  paper  on  the  subject,  namely,  that  more  instances  of  intus- 
susception are  overlooked  in  infants  than  at  any  other  time  of  life. 
This  is  not  a  random  statement,  nor  should  the  reason  be  difficult 
to  understand.  The  little  patients  cannot  convey  to  those  around 
a  single  particular  concerning  the  pain  and  other  symptoms  that 
distress  them.  Frequently  the  severe  initial  signals  of  danger  pass 
off  in  a  comparatively  short  space  of  time,  and  so  completely  that 
the  alarm  of  the  friends  is  quite  allayed.  On  the  arrival  of  the 
medical  attendant  there  may  be  absolutely  no  indication  pointing 
to  either  intussusception  or  any  departure  from  health  other  than 
the  history  of  the  onset,  which  in  the  confusion  the  friends  may 
fail,  in  telling,  to  properly  emphasize.    Even  when  the  symptoms 
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of  the  onset  are  described  in  graphic  language,  the  doctor,  finding 
the  child  apparently  in  excellent  health,  may  quite  easily  underes- 
timate their  importance.  Then  it  is  not  difficult  to  perceive  how 
readily  the  recurring  colicky  attacks  of  pain  that  sooner  or  later 
appear  may  be  masked  by  sedatives  or  mistaken  for  the  result  of 
less  grave  maladies  of  the  bowel,  till  the  opportune  time  to  call  the 
surgeon  is  past. 

When  the  general  practitioner  fully  comprehends  the  import  of 
the  history  of  the  onset  of  intussusception  in  the  infant,  there  will 
be  fewer  deaths  recorded  due  to  certain  bowel  affections  and  more 
lives  saved  by  surgical  means. 

Look  at  the  history  of  appendicitis — once  an  almost  unbroken 
line  of  deaths  from  peritonitis.  Light  came,  and  today,  in  regard 
to  it,  competeut  surgeons  have  effectually  routed  death  and,  in  a 
sense,  robbed  the  grave. 

DISCUSSION. 

Dr.  Charles  A.  L.  Reed,  of  Cincinnati,  Ohio.— It  has  always 
been  a  pleasure  to  listen  to  the  papers  contributed  by  our  distin- 
guished Fellow  from  Ontario,  and  I  have  rarely  been  impressed  with 
a  contribution  so  much  as  I  have  been  by  this.  That  the  essayist 
should  have  encountered  a  singularly  large  number  of  these  cases  in 
the  comparatively  restricted  community  in  which  he  practices  is  at 
once  a  compliment  to  his  own  diagnostic  ability  and  a  reflection  upon 
the  oversight  of  those  who  pass  these  cases  by  unrecognized — at  least 
this  is  the  uncomfortable  thought  it  leaves  in  one's  mind.  I  am  im- 
pressed with  his  recital  of  the  symptomatology  of  these  cases,  and  I 
am  convinced  that  much  is  to  be  learned  by  a  careful  study  of  that 
feature  of  his  contribution. 

Another  point  that  has  been  impressed  upon  me  by  the  author's 
experience  is  that  these  young  cases  are  much  safer  candidates  for 
surgical  interference  than  is  ordinarily  supposed.  A  popular  impression 
prevails  with  the  profession  that  the  extremes  of  life  offer  but  little 
resistance  to  surgical  interference,  and  yet  my  own  experience,  limited 
as  it  has  been  in  the  abdominal  surgery  of  infancy  and  chidhood,  im- 
presses  me  that  we  may  proceed  much  more  confidently,  regardless  of 
the  factor  of  age,  than  we  ordinarily  suppose.  While  the  doctor  has 
had  some  remarkably  successful  experiences,  after  delays  in  these  cases, 
I  am  convinced  that  perhaps  as  a  class  we  have  no  cases  that  so  impress 
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us  with  the  importance  of  early  and  timely  interference.  I  would  that 
I  could  bring  to  this  discussion  an  experience  that  would  be  instruc- 
tive. My  operative  work  in  this  class  of  cases  is  restricted  to  but  a 
single  case,  and  that  case  was  operated  upon  after  nearly  forty  hours 
of  stercoraceous  vomiting,  and  with  the  child  in  extremis,  and  unhap- 
pily the  child  died  within  the  first  five  hours  following  the  operation. 
But  while  this  result  was  realized,  it  only  impressed  me  with  the  im- 
portance that  early  interference  might  have  brought  about  a  different 
outcome,  and  that  delays  are  exceedingly  dangerous.  I  believe  the 
profession  of  America  is  under  a  distinct  and  special  obligation  to  the 
distinguished  essayist  for  his  contribution  to  the  literature  of  this  sub- 
ject, and  personally  I  thank  him  for  having  presented  his  paper  to  this 
Association. 

Dr.  Joseph  Price,  of  Philadelphia. — -Dr.  Reed,  in  his  closing 
remarks,  has  expressed  something  very  important  in  this  connection. 
Lack  of  knowledge  on  the  part  of  the  general  practitioner  is  wholly 
responsible  for  a  great  many  deaths  following  invagination  in  infants. 
Both  the  general  practitioner  and  general  surgeon  are  to  blame  in 
many  cases  for  the  eleventh-hour  operations.  Such  contributions  as 
this  ought  to  be  published  in  journals  that  are  read  by  the  general 
practitioner,  and  not  in  special  journals.  Unfortunately  we,  as  an 
Association,  are  not  as  much  educational  as  we  think  we  are.  Too 
many  valuable  contributions  of  this  nature  are  simply  published  in 
our  Transactions,  and  its  circulation  is  limited  to  a  hundred  and  fifty 
members.  If  we  can  educate  the  general  practitioner  to  a  more  pre- 
cise knowledge  of  diagnosis  the  results  will  improve  the  world  over, 
and  many  of  these  little  sufferers  will  be  saved.  This  paper  is  a  most 
beautiful  demonstration  of  what  one  man  can  accomplish  by  diagnostic 
skill,  good  judgment,  and  early  operative  interference. 

Dr.  W.  E.  B.  Davis,  of  Birmingham,  Ala. — I  want  to  indorse  what 
has  been  said  by  Dr.  Reed  and  Dr.  Price.  I  must  confess  that  the 
experience  of  Dr.  Howitt  is  very  exceptional,  just  as  we  have  these 
exceptions  in  our  work.  It  is  very  unusual  for  one  man  to  encounter 
so  many  cases  of  invagination  of  the  bowel  in  infants.  I  have  only 
met  with  one  case  in  my  work,  and  this  came  under  my  observation 
about  ten  days  ago,  the  child  being  eight  months  old,  a  male.  I  do 
not  think  there  is  that  neglect  in  making  a  diagnosis  by  the  profession 
that  we  would  be  led  to  believe  by  the  remarks  of  Dr.  Reed.  Certainly 
early  diagnosis  and  timely  operative  interference  will  cure  these  cases. 
I  suspect  that  the  experience  of  the  Fellows  has  been  very  similar  to 
mine,  namely,  that  in  the  majority  of  cases  in  which  they  are  called 
to  operate  for  obstruction  of  the  bowels  in  both  infants  and  adults, 
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they  find  cases  of  peritonitis.  I  have  found  very  few  cases  of  mechan- 
ical obstruction  of  the  bowel.  It  is  true  that  a  large  number  of  cases 
of  obstruction  have  been  reported  in  the  past ;  many  of  them  were  not 
operated  upon,  autopsies  were  not  made,  and  no  doubt  a  great  many 
of  them  were  cases  of  peritonitis.  The  doctor's  experience  is  unique 
and  his  paper  is  exceedingly  interesting.  His  treatment  is  good,  and 
he  is  to  be  congratulated  on  the  results. 

Dr.  Rufus  B.  Hall,  of  Cincinnati. — I  rise  to  congratulate  Dr. 
Howitt  on  his  paper  and  his  excellent  results.  Like  the  last  speaker, 
I  feel  that  the  doctor  has  had  more  than  his  share  of  cases  of  intussus- 
ception in  a  few  years ;  but  I  do  not  want  to  go  on  record  as  saying 
that  these  cases  do  not  occur  in  every  man's  practice  more  frequently 
than  is  generally  believed.  Since  listening  to  the  paper  I  can  recall 
in  sixteen  years'  general  practice  not  less  than  half  a  dozen  cases  of 
children  under  one  year  of  age  who  had  come  under  my  observation 
aud  care,  with  intestinal  obstruction.  I  can  recall  three  or  four  cases 
seen  in  consultation  of  children  dying  from  intestinal  obstruction 
during  that  period.  That  was  before  very  much  work  was  done  in 
abdominal  surgery  and  long  before  I  commenced  to  do  any  myself. 
I  have  learned  to  believe  that,  when  we  are  called  in  consultation  to 
see  a  child  that  has  anything  the  matter  with  it  calling  our  attention 
to  the  abdomen,  the  first  thing  to  think  of  is  intussusception.  I  am  not 
ready  to  accept  the  statement  that  we  have  here  twelve  cases  of  intus- 
susception in  five  or  six  years  in  a  city  or  district,  whose  population  is 
only  12,000.  I  do  not  believe  that  occurs  all  over  this  country.  I 
believe  the  essayist  is  correct  in  the  general  supposition  that  the  con- 
dition is  overlooked  in  the  vast  majority  of  cases  until  the  children 
are  practically  dead.  I  believe  the  paper  will  do  a  world  of  good. 
Early  diagnosis  is  worth  everything  to  the  child  and  to  the  ojierator. 

Dr.  John  M.  Duff,  of  Pittsburg,  Pa. — My  experience  leads  me  to 
believe  that  intussusception  occurs  much  more  frequently  than  per- 
haps many  think  it  does.  I  have  had  the  opportunity  of  holding 
post-mortem  examinations  upon  several  cases  where  the  diagnosis  was 
in  doubt.  I  speak  from  memory  now,  because  I  did  not  expect  to  say 
anything  on  the  subject ;  but  in  two  of  the  cases  there  was  a  difference 
of  opinion  on  the  part  of  the  consultants,  but  intussusception  was  found 
to  be  present  at  the  post-mortem.  I  have  within  the  past  year  had 
two  cases,  in  one  of  which  I  was  refused  an  operation,  but  secured  per- 
mission to  make  an  autopsy,  which  was  done,  and  an  intussusception 
of  several  inches  was  found.  I  was  permitted  to  operate  upon  the 
other  case,  but  it  was  too  late,  as  peritonitis  had  already  set  in.  The 
child  died. 
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One  point  occurred  to  me  during  this  discussion  that  I  arose  par- 
ticularly to  speak  of.  It  is  an  experience  that  I  will  give  you  for 
what  it  is  worth.  A  certain  family  a  few  years  ago  had  a  baby  a 
little  less  than  a  year  old  that  died  with  what  was  presumably  obstruc- 
tion of  the  bowel.  The  next  baby  at  about  the  same  age  was  taken 
sick  in  the  same  way,  and  died  in  the  same  manner.  I  was  not  the 
attending  physician,  but  I  saw  the  second  child  just  before  death 
occurred.  A  third  child  took  sick  in  the  same  way.  I  was  called 
on  that  occasion,  diagnosticated  obstruction  of  the  bowel,  suggested  an 
operation,  but  it  was  refused.  The  patient  died,  an  autopsy  was 
made,  and  my  diagnosis  was  verified  as  intussusception. 

Here  is  a  very  singular  circumstance  that  occurred  in  the  same 
family.  I  was  called  to  see  a  young  man,  twenty-three  years  of  age, 
who  was  suffering  from  typhoid  fever.  He  also  had  obstruction  of 
the  bowel,  and  died.  There  was  no  autopsy  in  this  case,  consequently 
I  cannot  say  what  the  conditions  were.  All  of  these  cases  occurring 
in  the  same  family  are  worthy  of  record. 

Dr.  Charles  Greene  Cumston,  of  Boston. — I  have  had  no  per- 
sonal experience  with  intestinal  obstruction  in  infants,  but  when  I  was 
an  assistant  in  Geneva  I  saw  several  cases  which  had  the  characteristic 
symptoms  of  acute  intestinal  obstruction,  but  they  all  recovered  with- 
out surgical  treatment.  In  one  case,  in  which  a  diagnosis  of  intestinal 
obstruction  was  made  and  operated  upon,  tuberculosis  of  the  cecum, 
without  any  obstruction,  was  found. 

Dr.  Howitt. — What  age  was  the  patient  ? 

Dr.  Cumston. — -I  should  say  about  eighteen  months. 

Dr.  Howitt. — In  my  paper  I  confined  my  remarks  to  infants  under 
one  year  of  age.  The  conditions  are  different  altogether  in  children 
that  are  older. 

Dr.  Howitt  (closing  the  discussion). — I  am  very  much  pleased 
with  the  free  discussion  that  my  paper  has  brought  forth.  I  feel 
that  it  is  not  the  education  of  surgeons  in  this  matter,  but  the  educa- 
tion of  the  general  practitioner  to  diagnosticate  the  cases  of  intestinal 
obstruction  in  infants  early.  Unless  this  trouble  is  diagnosticated 
early,  the  surgeon  is  of  no  avail  whatever.  It  appears  to  me  that 
the  diagnosis  is  so  simple  that  with  care  the  general  practitioner  can 
diagnosticate  these  cases  early,  so  that  the  surgeon  can  resort  to  timely 
operative  interference. 

I  am  very  thankful  to  Dr.  Reed,  Dr.  Price,  and  others  for  what 
they  have  said,  and  I  trust  that  it  may  lead  to  the  general  practitioner 
becoming  more  familiar  with  this  subject.  When  this  is  done,  as  I 
stated  in  the  concluding  part  of  my  paper,  fewer  cases  of  death  will 
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be  recorded  of  ileo-colitis  and  gastro-enteritis  than  are  reported  today. 
It  is  very  singular,  indeed,  that  in  our  region,  where  I  have  spoken  to 
my  friends  about  intestinal  obstruction  in  infants,  and  pointed  out  the 
importaut  symptom,  in  practising  in  a  city  of  less  than  10,000  inhabi- 
tants I  should  have  more  cases  of  this  condition  than  any  other  man 
in  the  world.  I  believe  that  within  a  short  time,  when  more  attention 
is  paid  to  intussusception  in  infants,  it  will  be  found  to  be  a  very 
important  condition  and  of  comparatively  frequent  occurrence. 
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THE  PROFESSIONAL  NURSE  AND  HER  TRAINING. 


By  JOSEPH  PRICE,  M.D., 

PHILADELPHIA. 


Apology  is  not  needed  for  selecting  as  my  subject  "  The  Profes- 
sional Nurse  and  Her  Training."  The  time  has  passed  when  any 
question  is  raised  by  intelligent  and  experienced  members  of  the 
profession  as  to  the  value  of  the  trained  nurse.  Certain  prejudices 
naturally  exist  against  professional  nurses  ;  they  are  not  specially 
harmful ;  they  are  rather  to  be  respected  in  a  sense  than  condemned. 

As  physicians  we  have  had  some  difficulty  in  overcoming  these 
prejudices  ;  they  were  nursed  into  us  through  our  childhood.  Our 
experiences,  then,  in  our  little  or  great  afflictions,  made  deep  and 
strong  the  impression  that  our  good  old  mothers  were  the  best 
nurses,  that  those  of  our  own  household,  those  with  whom  ties 
were  closest  were  for  us  better  nurses  than  the  stranger.  This  is 
all  very  human  and  very  beautiful,  but  too  much  sentiment,  which 
is  often  likely  with  the  over-anxious  mother  and  other  members  of 
the  family,  is  harmful.  There  are  only  a  few  things  more  harmful 
— too  much  medicine,  too  much  surgery,  or  surgery  when  it  is  too 
late,  or  surgery  when  it  is  not  needed. 

Our  nurse-training-schools  have  become  an  important  institution 
not  only  to  the  young  women  who,  with  a  creditable  ambition, 
enter  them  to  fit  themselves  for  the  profession  of  nurse,  but  to  the 
physician,  for  the  physician,  whether  in  general  or  special  practice, 
knows  the  value  of  the  trained  nurse,  understands  the  close  and  vital 
relation  she  holds  to  his  patient;  how  much  her  care  and  quick 
intelligence  of  needs  serve  to  relieve  his  anxiety  aud  promote  the 
well-doing  of  his  patients.  These  schools  are  not  of  ancient  origin, 
they  are  a  new  growth,  one  of  our  period  ;  they  have  not  reached  that 
high  standard  of  thorough  practical  training  which  is  possible  for 
them  to  do.  That  their  growth  has  been  and  is  slow  is  largely  due 
to  peculiar  conditions  under  which  their  management  is  conducted. 
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By  necessity  they  are  very  generally  associated  with  general  hos- 
pitals, the  supervision  and  direction  of  the  affairs  of  which  are  in 
the  hands  of  a  board  of  trustees  or  managers,  selected  not  so  much 
because  of  peculiar  or  eminent  fitness,  as  for  family  association,  the 
much  they  have  in  a  financial  way,  and  the  little  they  know  of 
hospital  management.  These  schools  could  be  made  very  thorough 
and  very  valuable  if  they  received  due  encouragement  and  hearty, 
strong,  practical  support  from  hospital  authorities.  They  are 
schools  and  need  the  most  judicious  management. 

The  training  in  these  schools  should  be  specially  and  singly 
directed  to  fit  pupils  for  the  duties  of  nurses.  These  duties  in  all 
their  details,  and  all  the  steps  in  the  training  essential  to  discharge 
them  faithfully  and  intelligently,  should  be  definitely,  orderly,  and 
clearly  outlined  by  teachers  of  thorough  experience,  those  with  a 
long  bedside  experience  in  association  with  the  trained  and  success- 
ful physicians.  And  not  all  thus  trained  have  the  fitness  or  ability 
to  teach;  they  lack  tact,  and  those  varied,  peculiar  qualities  of  mind 
and  temperament  that  make  the  successful  teacher.  If  they  have 
no  heart  or  soul  in  the  work,  regard  it  in  a  spiritless  way,  as  some- 
thing merely  routine  and  mechanical,  they  are  unfit  for  the  respon- 
sible duties  of  teachers.  The  teacher  in  this  field  is  both  born  and 
made.  She  only  is  fit  to  nurse  who  thoroughly  knows  her  subject, 
whose  knowledge  of  theories  is  supplemented  by  a  wide  clinical 
experience — those  bedside  lessons  so  inestimable  in  their  value  to 
both  physician  and  nurse.  As  these  schools  are  at  present  con- 
ducted there  is  no  uniform  standard  by  which  they  are  governed  ; 
in  fact,  but  few  of  them,  if  any,  have  any  standard  at  all.  They 
have  no  curriculum.no  more  system  than  you  would  find  in  an  old 
cross-road  Keutucky  district  school.  Out  of  the  one  may  come 
the  accident  of  the  good  physician  or  statesman ;  out  of  the  other 
rarely  the  fully  and  well-equipped  nurse. 

Those  desiring  to  become  nurses  should  commence  their  work 
early,  while  young,  studious,  and  ambitious,  while  their  habits  are 
not  so  fixed  as  to  make  a  change  difficult,  if  not  impossible.  When 
young,  they  possess  an  enthusiasm  which  they  are  not  likely  to 
acquire  later.  When  there  is  marked  unfitness  or  lack  of  aptitude, 
they  should  be  discouraged  from  entering  the  profession.  The 
same  law  of  fitness  applies  in  nursing  as  in  other  vocations.  If 
too  stupid  to  boil  water  or  poach  an  egg — untidy  in  all  that  per- 
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tains  to  her  person,  belongs  to  the  class  that  undress  and  kick  their 
clothing  under  the  bed,  practice  only  a  neck  and  hand  wash  toilet, 
do  not  know  the  value  of  an  all-over  soap  and  clean  water  bath, 
generally  careless  as  to  her  personal  appearance,  with  always  some- 
thing disarranged  about  her  dress,  slow  and  awkward,  ungraceful  in 
her  movements,  walks  noisly,  is  always  picking  up  the  wrong  thing 
or  letting  something  fall,  is  dreamy  and  asleep  when  she  should  be 
wide  awake  and  alert — if  she  has  any,  many,  or  possibly  all  these 
human  depravities,  she  is  unfit  for  the  occupation  of  professional 
nurse.  The  essentials  in  the  nurse  for  successful  nursing  may  be 
briefly  summarized:  Intelligence,  for  brains  are  as  valuable  in  nurs- 
ing as  in  preaching  ;  love  of  the  work  ;  alertness  of  mind  and  body; 
abhorrence  of  idleness  or  loafing;  tireless  patience  ;  strength  and 
energy  in  every  motion  of  the  body,  and  this  directed  by  a  gentle- 
ness with  will-force  in  it ;  the  faculty  of  adaptation  to  the  peculi- 
arities, the  idiosyncrasies  of  patients  ;  discreet  in  speech,  knowing 
when  to  be  silent,  absolutely  void  of  the  too  universal  talent  for 
gossip,  absolutely  pure  in  all  her  living. 

The  schools  paying  their  nurses  small  salaries  are  turning  out 
the  best  nurses.  Young  women  enter  these  schools  to  prepare 
themselves  for  professional  nursing.  The  professou  is  not  one  so 
much  of  special  choice:  their  necessities  urge  them  to  seek  some 
employment  for  a  living ;  they  have  limited  or  no  means ;  their 
parents  have  large  families,  and  it  is  important  that  the  daughters 
earn  something.  They  cannot  draw  on  their  parents  for  two  or 
more  years  for  clothing.  It  is  important  that  they  should  have  a 
good  wardrobe  of  linen  and  other  necessary  articles  of  apparel. 
This  compensation  gives  a  measure  of  value  and  appreciation  to 
their  services,  is  a  stimulus,  an  encouraging  factor,  inspires  the 
feeling  that  they  are  doing  something  that  has  a  value.  A  number 
of  schools  are  organized  and  managed  with  the  one  idea  of  recruit- 
ing the  hospital  corps  of  nurses.  The  revenue  from  the  hard  ser- 
vice and  forced  sacrifices  of  hired  out-nurses  is  in  some  institutions 
in  excess  of  hospital  expenditures.  I  have  used  the  word  forced, 
for  that  is  force  in  its  most  vicious  form  which  takes  advantage  of 
necessities,  of  conditions  from  which  the  nurse  cannot  escape  and 
cannot  control.  This  mendicant  hospital  system  of  undergraduate 
nursing  is  wholesale  robbery  of  intelligent  graduate  nurses.  The 
evil  is  one  the  general  profession  can  do  very  much  to  correct.  Too 
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much  has  always  been  expected  of  nurses  in  private  nursing.  Nurs- 
ing through  twenty-four  consecutive  hours  is  too  much  to  require 
of  human  endurance,  and  results  in  neglect  of  the  patient.  If  we 
expect  nurses  to  be  bright,  cheerful,  and  full  of  tact,  we  must  have 
some  practical  consideration  for  their  comfort,  reckon  with  the  factors 
which  contribute  to  preserve  their  health  and  promote  their  happi- 
ness. They  should  have  regular  and  substantial  meals  and  equally 
regular  hours  of  rest.  Relays  in  private  practice,  as  well  as  in  well- 
regulated  hospitals,  are  important  for  the  welfare  of  both  patient 
and  nurse. 

The  engineers  of  the  transatlantic  passenger  boats  have  four 
hours  on  duty  and  eight  hours  off ;  the  tension  and  responsibility 
of  their  work  are  considered.  There  is  severe  tension  on  the  nurse, 
mental  and  physical,  in  nursing  patients  through  severe  surgical 
oprations.  I  rarely  do  a  section  in  private  practice  that  I  do  not 
ask  for  two  or  three  uurses.  You  can  make  the  care  about  perfect 
if  you  change  the  watches  often.  The  nurse  taking  care  of  a  drain- 
age-tube should  do  nothing  else ;  she  should  devote  her  time  to 
keeping  herself  and  the  tube  clean.  Post-operative  accidents  are 
very  frequently  due  to  careless  nursing,  to  the  neglect  of  an  over- 
worked nurse,  one  with  other  assigned  duties  than  those  of  caring 
specially  for  her  patient.  In  operating  in  hospitals  in  different 
sections  of  the  country  I  frequently  discover  before  leaving  that 
the  nurse  caring  for  my  patient  is  also  taking  care  of  others. 

Refined  nursing  in  gynecology  is  a  specialty,  and  should  be  so 
considered  by  all  abdominal  surgeons.  The  nursing  being  special, 
the  training  must  be  special.  The  general  nurse,  the  nurse  from 
the  general  hospital  or  selected  hap-hazard  from  the  nurse  directories, 
should  not  be  permitted  to  nurse  a  gynecological  case.  If  you  ask 
one  of  these  nurses  the  very  common  question,  "  What  have  you 
been  nursing?"  the  very  common  reply  is,  "I  just  came  home 
from  a  typhoid  case,"  or  it  may  be  a  case  of  diphtheria,  or  some 
more  or  less  infectious  trouble.  She  is  never  well  rested,  fresh, 
and  vigorous.  A  systematically  trained  special  nurse  is  usually 
bright,  cheerful,  interested,  and  spirited  ;  she  is  alive  to  the  im- 
portance of  her  work,  cares  for  and  infuses  into  her  patient  some 
of  her  own  animation.  She  does  not  go  about  her  work  in  a  sleepy, 
perfunctory  or  mechanical  way ;  she  notes  every  move  of  her 
patient,  every  change ;  she  is  ready,  courageous,  fertile  in  expedi- 
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ents  when  emergencies  arise.  The  specialist,  whatever  his  depart- 
ment, finds  no  difficulty,  recognizing  in  his  own  service  the  differ- 
ence between  the  general  and  the  special  nurse.  If  she  has  served 
and  been  carefully  trained  in  a  special  hospital,  she  is  thoroughly 
familiar  with  all  the  details  of  the  preparation  of  the  patient  for 
the  special  surgery  of  the  case. 

This  preliminary  work  is  the  nurse's  work,  and  she  should  be 
thoroughly  educated  in  it,  understand  every  requirement,  every  step 
to  be  taken  and  the  order  of  the  steps,  thoroughly  understand  the 
importance  of  baths,  douches,  shampooing,  manicuring  toes  and 
fingers,  the  importance  and  use  of  laxatives,  enemata,  both  before 
and  after  operation,  purgation  with  calomel,  followed  by  Roehelle, 
liquid  nourishment,  and  the  accumulative  administration  of  strych- 
nine. In  brief,  she  is  fitted  to  prepare  your  patient  for  hysterec- 
tomy, gallstone,  appendicitis,  or  any  operation  within  the  field  of 
abdominal  surgery.  Your  only  instruction  need  be  that  you  will 
have  an  hysterectomy  or  appsndicitis,  as  the  case  may  be.  If  you 
will  give  her  a  little  time  she  will  manufacture  everything  for 
the  operation,  except  the  instruments,  and  she  will  do  this  better 
than  you  can  do  it,  or  the  manufacturer  of  commercial  materials. 
She  should  be  trained  to  count  the  pulse  before  the  operation  and 
immediately  after,  and  to  note  and  observe  closely  the  patient's 
color.  She  should  understand  that  if  her  patient  goes  to  bed  with 
a  pulse  of  84  or  90,  a  good  color,  and  in  three  or  four  hours  be- 
comes blanched,  cold,  and  pinched,  with  a  pulse  of  130  or  140,  a 
pedicle  has  retracted  or  is  insecurely  tied.  She  soon  becomes 
familiar  with  the  early  symptoms  of  infection  or  sepsis. 

In  the  after-treatment  of  the  patient  she  realizes  the  importance 
of  remaining  with  her  patient  and  never  turning  her  back  upon 
her.  If  she  has  served  in  a  well-organized  private  hospital  she  is 
accustomed  to  relays  and  the  requirement  of  ceaseless  vigilance 
when  on  duty.  In  the  case  of  a  patient  from  whom  a  simple 
cystoma  has  been  removed,  the  nursing  is  simple;  yet  it  should 
never  be  careless.  Indifference  in  the  simple  cases  results  in  the 
patient  getting  out  of  bed  in  the  absence  of  the  nurse  and  wander- 
ing around  in  search  for  drink,  morphine,  or  food.  The  care  of  a 
patient  after  removal  of  a  suppurating  dermoid  or  an  extra-uterine 
pregnancy  requires  special  attention.  In  such  cases  there  should 
always  be  two  nurses,  one  to  care  for  the  patient,  and  the  other  to 
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specially  look  after  and  clean  the  drainage-tube.  If  the  surgeon 
is  a  long  way  from  his  patient  he  always  feels  the  importance  of 
having  a  nurse  who  knows  when  and  how  to  use  a  rectal  syringe  ; 
who  has  been  taught  rectal  feeding  and  stimulation;  how  to  recog- 
nize the  presence  of  flatus,  and  how  to  get  rid  of  it  without  doing 
mischief;  and  one  who  also  has  the  tact  to  prevent  a  physician 
who  has  little  knowledge  of  the  real  needs  of  the  case  from  med- 
lesome  medication.  The  educated  and  experienced  nurse  knows 
the  absolute  importance  of  position  and  rest  to  the  early  and  com- 
fortable convalescence  of  the  patient.  She  knows  that  frequent 
turning  favors  restlessness  and  impatience.  Such  patients,  if  in- 
dulged in  their  restlessness,  will  not  be  comfortable  thirty  minutes 
in  any  one  position.  If  the  nurse  is  strong  and  vigorous,  her 
patient  light  and  feeble,  with  the  assistance  of  her  relay  she  can 
place  her  patient  daily  in  a  fresh  bed,  which  favors  quiet  and  rest. 

In  midsummer  work  the  repeated  use  of  a  cold  towel  bath  with 
the  admixture  of  alcohol,  giving  sips  of  water  at  short  intervals  if 
the  nausea  and  retching  are  persistent,  give  comfort  to  the  patient. 
A  drink  of  a  half  tumbler  of  water  will  remove  or  displace  all 
mucus  or  bilious  matter. 

The  relations  of  physician  and  nurse  are  reciprocal,  chivalric, 
sentiment  aside.  On  the  part  of  the  physician  there  should  be  the 
clean,  manly,  and  honest  action.  To  the  nurse,  a  young  woman,  he 
stands  in  a  dual  relation  ;  first,  distinct  and  above  all,  is  the  one 
purely  professional,  that  of  adviser  and  director;  the  other  that  of 
friend  in  the  broadest  platonic  seuse,  protector,  counsellor  in  all  that 
concerns  her  well-doing.  He  should  keep  in  mind  that  where  she 
serves  him,  in  serving  his  patient,  she  should  be  paid,  and  paid  well. 
He  should  not,  indifferent  to  her  interests,  pocket  all  the  fees  and 
leave  her  out.  As  a  rule,  I  see  to  it  in  my  own  cases  that  the  nurse 
is  paid.  If  the  patient  is  too  poor  to  pay  both  physician  and  nurse, 
the  nurse  should  be  the  preferred  creditor. 

A  distinguished  English  statesman  is  credited  with  saying : 
"  The  man  who  makes  two  blades  of  grass  grow  where  one  grew 
before  is  a  greater  benefactor  than  the  ablest  statesman  in  the  Brit- 
ish Parliament."  That  school,  whatever  its  character,  is  most  far- 
reaching  and  beneficent  in  its  influence  which  makes  two  ideas  grow 
where  one  grew  before.  The  nurse  should  be  something  more  than 
a  machine ;  she  should  be  of  active,  quick,  and  vital  intelligence. 
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Her  calling  involves  no  loss  of  the  graces  of  the  gentlest  and  most 
refined  womanhood.  In  her  humanitarian  work  and  her  fight  for 
bread  and  fur  life  she  deserves  and  should  receive  our  help.  The 
physician  should  keep  in  mind  that  the  untrained  or  improperly 
trained  nurse  is  meddlesome  and  dangerous.  Young,  healthy,  un- 
married women  are  to  be  preferred  ;  not  widows,  or  grass-widows, 
or  great-aunts,  or  grandmothers.  The  young  woman  engaged  to  be 
married  should  not  be  admitted  as  a  pupil  into  the  schools ;  she 
rules  out  those  who  earnestly  propose  to  follow  the  profession  ;  she 
is  dreamy  and  absorbed  in  matters  foreign  to  her  patient.  If  she 
intends  to  marry,  she  should  marry  early  ;  by  this  she  will  make  a 
better  wife  and  mother.  It  is  not  a  rare  occurrence  in  our  general 
hospitals  for  a  very  lively  and  what  is  called  romautic  courtship  to 
be  carried  on  between  a  member  of  the  medical  staff  and  nurse 
during  the  examination  of  temperature-charts  or  the  chemical  anal- 
ysis essential  in  many  cases.  During  this  little  side-show  play  the 
mortality  of  the  hospital  runs  high.  Other  nurses  congratulate 
themselves  that  the  staff  is  a  numerically  large  one  and  made  up  of 
material  made  tender  by  age — the  frosts  of  many  winters. 

DISCUSSION. 

Dr.  B.  Sherwood-Dunn,  of  Boston. — Mr.  President :  It  gives  me 
great  pleasure  to  be  the  first  one  to  speak  upon  the  paper  that  has 
been  presented  by  Dr.  Price.  It  is  not  a  new  subject,  but  it  is  one 
which  cannot  come  before  us  too  frequently.  There  is  not  a  man 
who  has  done  abdominal  surgery  but  has  had  more  or  less  gray  hairs 
appear  in  his  head  because  of  his  nurses.  Very  early  in  my  experi- 
ence in  surgery  I  determined  that  the  nurse  who  was  educated  in  a 
general  hospital  was  not  suited  to  the  purposes  of  a  gynecologist. 
Their  education  is  too  broad,  in  a  restricted  sense  of  the  word,  and 
altogether  too  narrow,  within  the  limits  of  their  suitability,  for  the 
work  for  which  we  desire  them.  There  is  hardly  a  surgeon  in  private 
practice  who  has  not  got  a  hospital  of  his  own  choosing  from  which  to 
draw  for  his  nursing  material,  but  who,  for  his  own  protection  and  that 
of  his  patients,  has  been  compelled  to  consecrate  one  of  the  pigeon-holes 
in  his  desk  to  a  handsome,  morocco-covered  little  book  in  which  he 
keeps  a  black-list  of  his  nurses.  He  tries  them  once,  and  never  wants 
them  again.  In  order  that  in  the  course  of  his  busy  life  he  may  not 
make  the  mistake  of  forgetting  the  name  of  an  undesirable  personage 
he  puts  it  down  in  his  little  book  or  on  the  black-list.    I  have  in  my 
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desk  today  one  of  these  books  that  I  brought  from  Paris,  and  it  is 
divided  in  halves,  one-half  being  consecrated  to  the  black-list  and  the 
other  marked  good  ones ;  it  is  quite  a  curiosity  to  show  to  some  of 
my  friends  occasionally. 

I  recently  secured  the  services  of  an  educated  nurse  from  one  of 
our  local  hospitals  in  Boston  for  a  plastic  case  which  was  done  at  the 
residence  of  the  patient.  The  members  of  the  family  liked  her  so  well, 
in  her  personality  and  general  behavior,  that  they  kept  her  in  the 
house  for  six  weeks.  About  two  months  after  this  I  was  called  to 
attend  a  daughter  in  confinement,  and  they  wanted  the  same  nurse, 
and  they  were  very  much  surprised  because  I  would  not  consent. 
They  wished  to  know  why  they  could  not  have  her.  I  told  them 
that  she  was  perfect  for  the  work  which  she  did  before,  but  that  I 
knew  nothing  of  her  obstetrical  training.  I  informed  them  that  I 
had  a  good  nurse  (obstetrical)  with  whom  I  had  had  experience,  and 
that  if  I  were  to  take  charge  of  the  case  I  wanted  her.  I  believe  the 
more  we  educate  our  nurses  the  better  will  they  be  suited  to  a  certain 
kind  of  work.  If  a  man  has  a  nervous  temperament  and  wishes  to 
retire  in  peace  to  his  rest,  he  wants  to  know  that  he  has  a  nurse  taking 
care  of  his  case  who  is  prepared  for  emergencies  that  may  arise.  It 
is  the  special  training  that  guarantees  to  us  as  surgeons  repose  of  mind, 
a  woman  trained  to  the  work  that  she  is  desired  to  do,  and  capable  of 
meeting  emergencies  when  they  arise.  It  is  my  experience  that  private 
hospitals,  such  as  the  one  over  which  our  celebrated  colleague  presides, 
furnish  us  the  best  nurses  for  our  class  of  work,  and  not  nurses  who 
are  educated  in  the  gynecological  departments  of  our  public  hospitals. 

There  is  one  difference  in  nurses  which  I  have  noticed  that  I 
want  to  speak  of.  It  is  my  experience  that  the  details  of  asepsis  are 
carried  out  to  a  greater  degree  of  perfection  in  European  hospitals 
than  they  are  in  hospitals  at  home.  I  was  present  at  a  series  of  opera- 
tions today  in  which  the  nurse  who  handled  the  sponges — a  bright-eyed 
woman,  a  little  nervous — had  the  habit  of  biting  her  finger-nails. 
She  took  her  hand  off  the  sponges,  bit  her  finger-nails,  and  then 
put  the  hand  into  the  sponges  again.  Now,  that  is  an  error  which 
we  all  recognize  at  once,  and  in  several  years'  daily  experience  in 
one  of  the  well-known  Paris  hospitals  I  will  say  that  attention  to 
the  minute  details  of  the  rules  of  asepsis  is  carried  out  to  a  greater 
degree  of  perfection  than  I  have  seen  it  carried  out  in  any  one  of  our 
American  institutions.  There,  if  one  of  the  assistants  of  the  operator 
slips  on  the  floor  and  catches  himself  on  the  back  of  a  chair  or  by  the 
apron  of  one  of  the  other  assistants,  or  his  arm,  that  man  retires  from 
the  operation.    He  is  not  allowed  to  take  any  further  part  in  it.  He 
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is  not  permitted  to  rewash  his  hands  and  commence  work  again. 
He  goes  through  fifteen  minutes  of  hand  cleaning  the  same  as  he  <li<l 
at  the  primary  part  of  the  operation.  Furthermore,  the  nurse  who 
takes  care  of  the  ligatures  does  nothing  or  touches  nothing  else.  The 
man  who  has  charge  of  the  instruments  does  nothing  else,  and  no  one 
else  is  allowed  to  touch  the  instruments.  So  it  is  with  all  the  depart- 
ments of  the  nurses.  A  nurse  detailed  to  do  certain  work  does  nothing 
else,  so  that  she  does  it  with  a  great  degree  of  perfection,  much  greater, 
I  may  say,  than  we  have  arrived  at  in  this  country.  I  am  not  making 
these  arguments  against  those  surgeons  who  have  nurses  in  charge  that 
are  educated.  Nurtes  should  be  taught  that  asepsis  is  the  perfection 
of  surgical  technique,  and  that  the  slighest  deviation  from  the  most 
rigid  rules  of  aseptic  procedure  endangers  the  success  of  the  surgeon 
and  the  life  of  his  patient. 

Dr.  Charles  Greene  Cumston,  of  Boston. — I  have  very  little  to 
say  regarding  the  subject  of  nursing  in  abdominal  surgery,  but  Dr. 
Dunn  has  brought  up  the  question  of  European  nursing  as  compared 
with  that  done  in  the  United  States.  I  was  an  assistant  for  four  years 
in  one  of  the  hospitals  in  Geneva,  during  which  time  I  saw  a  good  deal 
of  nursing.  I  have  since  had  five  years'  experience  in  hospital  and 
private  practice.  I  have  compared  nursing  in  foreign  countries  with 
that  done  in  this  country,  and  what  Dr.  Dunn  has  said  regarding  the 
details  is  correct.  It  was  so  in  the  hospital  with  which  I  was  con- 
nected, and  my  observations  are  based  upon  other  European  clinics 
as  well.  The  point  is  here :  The  nurses  remain  for  a  long  time,  and 
what  pertains  to  Professor  Pozzi's  clinic  in  Paris  also  obtains  in  other 
clinics  ;  they  all  are  conducted  and  governed  by  the  same  principles. 
We  had  one  nurse  for  anesthesia,  one  operating  nurse,  and  we  had 
nurses  who  never  went  into  the  operating-room,  never  saw  an  opera- 
tion, only  taking  charge  of  the  patients  in  the  wards  ;  and  it  is  pretty 
much  the  same  in  the  clinic  of  Professor  Pozzi  as  it  is  in  the  other 
clinics  I  have  attended.  In  Europe  they  are  trained  to  a  greater 
degree  of  perfection  than  we  could  train  them  here,  for  the  simple 
reason  that  their  service  in  the  hospitals  here  is  a  limited  one.  A 
certain  course  is  followed  in  the  majority  of  our  large  hospitals,  and 
nurses  cannot  derive  the  benefit  from  teaching  where  there  is  a  large 
number  of  nurses,  and  Dr.  Price  has  pointed  out  that  rechanges  occur. 
On  the  other  hand,  in  private  practice  there  is  one  great  difficulty  in 
having  a  sufficient  change  of  nurses.  That  is  a  fact,  judging  from 
the  majority  of  patients,  and  those  usually  in  good  circumstances. 
Very  often  when  I  have  asked  to  have  two  nurses  there  was  some  dis- 
sent even  with  patients  who  were  well-to-do.    They  do  not  like  it. 
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They  want  to  know  why  one  nurse  is  not  enough,  provided  she  was 
receiving  good  pay — that  is,  .$21  per  week — and  many  families  refuse 
a  second  or  third  nurse  unless  told  the  patient's  life  depends  upon  it. 

AVith  reference  to  the  question  of  sponges  being  passed  by  the  nurse, 
I  think  this  is  entirely  improper ;  the  operator  should  take  care  of  the 
sponges  himself.    They  should  only  pass  through  his  own  hands. 

Dr.  Dunn  spoke  of  seeing  a  nurse  bite  her  finger-nails  during  an 
operation.  They  not  only  do  that,  but  some  of  them  arrange  their 
caps  or  hair,  and  they  never  forget  their  faces,  particularly  if  there 
are  a  good  many  gentlemen  present  at  an  operation.  It  seems  to  me 
that  their  first  principle  in  nursing,  from  that  point  of  view,  is  how 
they  look.    Eighty  per  cent,  of  the  nurses  are  given  to  that  view. 

Dr.  Walter  B.  Chase,  of  Brooklyn,  N.  Y. — The  picture  which 
Dr.  Price  has  drawn  to-night  is  an  ideal  one,  and  happy  will  be  the 
man  whose  nurse  attains  to  it.  In  fact,  such  a  nurse  as  Dr.  Price  has 
pictured  is  more  valuable  to  the  gynecologist  than  most  of  his  assist- 
ants. It  seems  to  me  that  this  is  a  complex  subject,  and  one  in  which 
it  is  rather  difficult  for  us  to  arrive  at  any  great  perfection  on  the 
basis  of  a  common  plan  of  educating  nurses.  Dr.  Price  has  one 
method,  Dr.  Carstens  has  another,  and  Dr.  Duff  may  have  another; 
but  I  fail  to  see  how  any  nurse,  trained  in  any  general  or  special 
school,  can  come  up  to  the  standard  of  any  one  operator.  I  have 
come  to  believe  that  if  we  want  ideal  nurses  for  our  individual  use  we 
must  give  them  individual  training.  Let  them  take  the  best  course 
of  instruction  they  can  get  elsewhere — in  some  institution  or  private 
hospital,  such  as  the  one  Dr.  Price  has  in  Philadelphia,  or  in  other 
cities.  Even  if  they  receive  the  best  training  they  will  not  be  suited 
to  the  wishes  and  tastes  of  every  other  operator.  If  we  could  have  a 
number  of  nurses,  say  twenty-five  or  fifty,  who  can  be  instructed  accord- 
ing to  our  own  methods  and  ideas  of  organizing  and  conducting  an 
operation,  we  shall  then  reach  nearer  the  ideal. 

I  feel  that  we  should  regard  every  nurse  as  a  lady  in  the  strictest 
sense  of  the  word,  and  I  am  sure  every  doctor  should  be  a  gentleman 
every  day  in  the  week,  and  never  more  so  than  when  in  the  presence 
of  his  nurses.  If  we  conduct  ourselves  in  a  manner  to  command  their 
respect  we  may  expect  as  much  of  them. 

I  congratulate  the  Association  on  the  opportunity  of  having  listened 
to  this  paper.  I  wish  Dr.  Price  had  gone  further  and  given  us  some 
of  the  details  as  to  how  he  trains  his  nurses  and  brings  them  to  the 
standard  of  excellence  and  familiarity  of  his  methods  of  work. 

Dr.  John  M.  Duff,  of  Pittsburg,  Pa.— This  is  a  very  interesting 
subject,  and  I  am  obliged  to  take  the  floor  because  it  seems  that  every 
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time  my  friend  Dr.  Dunn  discusses  a  subject  I  am  compelled  to  dis- 
agree with  him,  as  I  have  on  former  occasions  to  a  certain  extent. 
We  do  not  attain  perfection  ourselves,  neither  can  we  expect  absolute 
perfection  in  anyone  else.  There  are  always  chances  for  mistakes. 
Today  I  had  the  honor  of  being  the  gentleman  who  has  charge  of  the 
operating-room  in  which  the  operation  was  done  that  was  referred  to, 
and  I  am  sorry  to  say  that  the  lady  who  bit  her  finger-nails  was  edu- 
cated in  Germany.  Ordinarily,  she  is  one  of  the  most  careful  and 
conscientious  nurses  we  have.  You  understand  the  great  strain  upon 
this  young  woman  today  in  having  strangers  about  her,  and  mistakes 
may  have  occurred.  ■  Seriously  speaking,  I  do  not  think  we  disagree 
very  much  if  we  come  to  talk  this  matter  over  with  ourselves;  neither 
do  I  disagree  with  anyone  regarding  a  special  nurse  for  gynecologists. 
I  am  opposed  absolutely  to  the  woman  who  says  she  is  simply  a  gyne- 
cological or  an  obstetrical  nurse,  just  as  much  as  I  am  opposed  to  any 
gentleman  from  your  college  or  my  college  saying  that  he  is  going  to 
be  a  gynecological  specialist  all  his  life  and  do  nothing  else.  It  is 
absurd  for  anyone  to  speak  of  becoming  a  gynecologist  until  he  first 
becomes  a  general  practitioner  of  medicine.  It  is  just  as  absurd  as  it 
is  to  say  that  a  woman  can  be  a  careful,  energetic,  and  faithful  nurse 
in  gynecology  without  understanding  the  very  principles  of  nursing. 

We  want  a  nurse  who  not  only  knows  how  to  attend  to  a  drainage- 
tube — who  not  only  knows  how  to  pass  a  catheter  and  to  give  enemata 
to  patients — but  we  want  one  who  has  knowledge  enough  to  discern 
the  action  of  remedies,  and  the  action,  normal  or  pathological,  of  all 
the  organs  of  the  body,  so  that  she  may  know  when  and  where  to  act 
and  when  to  call  for  you.  I  hope  you  will  excuse  me  for  emphasizing 
this  phase  of  the  subject,  because  we  are  capable  of  doing  a  great 
deal  of  harm.  This  Association  does  do  harm  at  times,  and  so  does 
every  other  society,  because  members  express  themselves  in  a  manner 
which  they  do  not  really  believe.  I  may  be  wrong,  but  I  do  not 
think  that  the  gentleman  who  has  expressed  himself  on  this  subject 
really  believes  that  any  woman  can  become  a  good  gynecic  nurse 
unless  she  has  first  been  taught  the  principles  underlying  nursing.  I 
therefore  say  that  they  should  take  a  course  in  a  regular  training 
school,  in  such  an  institution  as  Dr.  Price  has  pictured — a  school 
which  has  for  its  true  object  the  education  of  nurses  for  the  care  of 
the  sick.  I  certainly  agree  in  the  fact  that  women  can  become  special 
gynecic  nurses  the  same  as  we  educate  specialists  in  medicine  after 
they  have  the  groundwork.  Take  a  nurse  out  of  a  general  hospital, 
give  her  this  special  training,  and  you  may  have  what  you  want ;  but 
the  great  trouble  is  that  we  have  not  the  privilege  of  selecting  our 
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individual  nurses,  and  there  is  not  that  care  in  educating  young 
women  in  our  training  schools  that  there  should  be.  Every  young 
woman  should  be  examined  physically,  morally,  and  mentally.  A 
young  lady  came  to  me  a  short  time  ago  crying,  and  I  asked  her 
what  she  was  crying  about,  and  it  seems  that  she  wanted  to  go  into 
the  hospital  as  a  nurse.  I  removed  one  of  her  ovaries  two  years  ago 
and  the  other  one  about  a  year  ago.  I  afterward  operated  on  her  for 
the  purpose  of  breaking  up  some  adhesions  of  the  bowel.  She  is 
highly  hysterical  and  is  unfit  for  that  position,  and  they  refused  her. 
Time  after  time  do  we  see  these  young  women  admitted  as  nurses  for 
pity's  sake.  I  have  had  the  officers  of  institutions  with  which  I  am 
connected  come  to  me  and  say  that  so-and-so  is  poor  and  deserving, 
and  they  want  to  help  her  along  by  giving  her  a  position  as  a  nurse, 
if  possible.  Let  us  go  to  the  root  of  things,  and  as  a  Society  having 
influence  in  this  country  say  to  the  institutions,  whether  private  or 
public,  that  it  is  absolutely  essential  that  the  young  women  who  are 
taken  into  our  schools  have  the  physical  strength,  moral  courage,  and 
the  mental  ability  to  become  nurses  in  the  true  sense  of  the  word. 
When  this  is  carried  out  Dr.  Price  or  Dr.  Dunn  may  go  to  Virginia, 
Ohio,  or  Indiana,  and  operate  with  the  fullest  assurance  that  they 
have  a  nurse  or  nurses  who  fully  understand  their  duty. 

Dr.  J.  Henry  Carstens,  of  Detroit. — Dr.  Price  is  right  to  a  cer- 
tain extent,  but  it  all  depends  upon  the  kind  of  institution  for  training 
nurses.  If  you  have  an  emergency  hospital,  and  take  a  nurse  who  is 
trained  in  that  hospital  and  use  her  for  gynecological  cases,  she  is  no 
good.  Her  education  as  a  nurse  is  lopsided.  Take  another  woman 
who  graduates  in  an  obstetrical  hospital :  she  knows  about  obstetrics, 
but  knows  nothing  else.  So  it  depends  altogether  upon  the  training 
school  to  which  she  goes.  Tf  she  attends  a  training  school  where  she  is 
trained  in  all  the  departments  of  medicine,  then  she  is  a  good  all- 
around,  symmetrically  built-up  nurse.  She  can  be  developed  in  any 
special  line,  such  as  obstetrics,  gynecology,  or  general  surgery.  It 
depends  on  the  institution.  For  instance,  in  the  hospital  with  which 
I  am  connected — Harper  Hospital,  where  we  have  a  training  school 
of  nurses — in  this  general  hospital  the  nurses  see  all  kinds  of  work — 
general  surgery,  accidents,  etc.  They  see  cases  of  typhoid  fever,  scar- 
let fever,  diphtheria,  etc.,  because  we  have  a  special  building  for 
contagious  diseases.  They  are  admitted  to  the  Woman's  Hospital, 
and  are  recpiired  to  nurse  so  many  cases  of  obstetrics  ;  they  have  a 
great  deal  of  experience  in  abdominal  surgery,  as  we  have  about  two 
hundred  and  fifty  or  three  hundred  cases  a  year ;  and  when  a  nurse 
graduates  from  that  institution  she  is  a  good,  smooth,  all-around  nurse. 
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She  is  built  up  in  all  directions.  The  nurses  of  this  institution  are 
not  sent  out  to  do  private  nursing  for  the  benefit  of  the  hospital,  to 
which  I  think  Dr.  Price  alluded.  They  are  kept  in  the  hospital,  but 
if  private  patients  require  special  nurses  they  do  the  special  nursing 
in  the  hospital.  These  nurses  are  selected  with  great  care,  and  out  of 
a  hundred  annually  we  only  keep  about  twenty-five.  The  poor  ones 
are  weeded  out.  I  guarantee  that  almost  anyone  of  these  first-class 
nurses  would  satisfy  Dr.  Price.  These  nurses  work  on  an  average  of 
eight  hours.  They  have  eight  hours  for  sleep  and  eight  hours  for 
study  and  rest,  so  that  mentally,  morally,  and  physically  they  keep 
themselves  in  excellent  condition.  I  drill  nurses  in  my  department 
and  teach  them  everything  possible  pertaining  to  gynecology  and 
abdominal  surgery,  and  what  they  are  expected  to  do.  It  must  be 
remembered  that  nurses  are  like  physicians  in  that  it  is  a  question  of 
individuality.  Some  of  the  women  in  the  course  of  time  get  tired  of 
nursing ;  they  want  to  do  something  else ;  they  look  around  for  a 
man  ;  they  cease  to  be  enthusiastic  in  their  profession,  and  conse- 
quently nurses,  like  doctors,  become  routinists.  They  cease  to  grow 
and  develop,  and  finally  the  nurse  becomes  a  mere  machine.  At  first 
they  do  things  nicely  and  cleanly  ;  they  are  kind  and  affable,  but  later 
they  become  icicles.  They  have  lost  "that  feeling  which  is  essential  to 
the  making  of  a  good  nurse  and  that  which  makes  a  good  doctor.  If 
a  nurse  in  the  course  of  years  gets  sour  and  loses  interest  in  her  work 
it  becomes  necessary  to  select  some  other  nurse — one  who  is  young 
and  enthusiastic  and  who  is  not  simply  a  machine.  It  is  largely  a 
question  of  individuality,  and  what  I  would  call  a  first-class  nurse  Dr. 
Price  perhaps  might  not. 

Dr.  Price  referred  to  the  matter  of  having  two  or  three  nurses  to 
do  relay  work.  It  seems  to  me  some  surgeons  have  too  many  nurses 
to  assist  them  at  operations.  I  do  not  depend  upon  them  for  my  liga- 
tures, my  instruments,  my  needles,  etc. ;  I  attend  to  these  myself.  I 
put  all  of  these  things  beside  me,  and  my  sponges  are  so  placed  that  I 
can  take  hold  of  them  when  I  want  them.  I  do  not  want  a  lot  of  nurses 
fingering  this  thing  and  that  thing ;  they  can  stand  back  and  look  on 
in  silent  admiration.  When  I  lecture  to  nurses  in  my  department  and 
consider  the  question  of  abdominal  surgery,  I  tell  them  that  there  is 
just  one  thing  about  abdominal  surgery,  and  that  is  the  doctrine  of 
cleanliness ;  and  I  talk  to  them  for  two  hours  simply  on  cleanliness, 
cleanliness,  cleanliness.  Nurses  sometimes  during  an  operation — just 
as  surgeons  do — forget  themselves  and  put  their  hands  where  they 
ought  not  to. 

Dr.  L.  H.  Dunning,  of  Indianapolis,  Ind. — Dr.  Carstens  made  my 
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speech.  I  have  not  much  to  say  except  to  ask  Dr.  Price  one  or  two 
questions  and  give  my  reasons  for  asking  them.  I  would  ask  Dr. 
Price  if  he  would  favor  taking  probationers  into  a  special  hospital 
and  instruct  them  for  this  work.  My  reasons  for  asking  this  question 
are :  I  gather  from  the  general  tone  of  the  paper  that  that  was  what 
he  intended  to  convey.  If  so  my  experience  leads  me  to  entirely  dif- 
ferent conclusions.  It  is  my  fortune  to  be  compelled  to  employ  a 
number  of  nurses  continually  ;  it  is  also  my  privilege  to  be  connected  as 
a  teacher  with  a  training  school  for  nurses.  My  experience  leads  me  to 
this  conclusion  :  that  in  a  special  hospital  for  the  treatment  of  diseases 
of  women  and  abdominal  surgery,  if  we  expect  a  young  woman  to 
acquire  the  general  proficiency  of  an  all-around  nurse,  we  need  to  keep 
her  for  four  or  five  years  to  reach  that  point  of  perfection  that  we 
desire  in  women  when  they  come  to  us  as  graduates  from  our  training 
schools.  Another  reason  why  I  have  come  to  a  different  couclusion  is 
because  of  our  moral  obligation  to  those  who  come  to  us  for  training. 
The  nurse  who  obtains  training  at  a  special  hospital  with  the  intention 
of  following  this  calling  for  life  remains  in  the  special  hospital  for 
three  or  four  years,  acquires  what  knowledge  she  can  to  make  her 
efficient,  obtains  all  the  qualifications  she  can  from  that  institution, 
goes  out  and  intends  to  do  private  nursing.  She  has  outlived  her  use- 
fulness for  that  particular  physician,  and  other  physicians  (his  rivals) 
do  not  care  to  employ  her ;  the  general  public  know  nothing  about 
her  except  for  special  cases.  She  goes  forth  to  do  work  and  finds 
nothing  whatever  to  do,  because  she  knows  little  except  special  nursing 
in  a  hospital.  I  have  been  compelled  during  the  last  four  or  five  years 
to  send  half  a  dozen  such  nurses  to  starvation,  so  to  speak,  who  de- 
pended on  nursing  as  a  calling.  They  are  unfit  for  any  other  nursing 
whatever,  absolutely  and  entirely,  and  yet  these  nurses  were  really 
superior  in  that  particular  line.  I  believe  Drs.  Duff  and  Carstens 
have  stated  the  truth  in  the  matter,  and  I  think  nurses  should  be 
trained  in  a  broad  way  if  they  are  to  become  strong,  general,  all- 
around  nurses,  perfected  in  their  work;  and  then  we  need  to  educate 
them  in  our  special  hospitals  and  there  give  them  special  training. 

Dr.  Price  (closing  the  discussion). — It  is  a  little  amusing  to  listen 
to  the  remarks  of  the  gentlemen  who  have  taken  part  in  this  discus- 
sion. Dr.  Carstens,  for  instance,  has  the  impression  that  I  would 
side-track  or  reject  a  general  nurse,  or  a  nurse  in  a  general  hospital, 
when  the  truth  is  simply  the  opposite.  1  accept  nurses  right  along 
as  I  find  them,  the  country  over,  and  tell  them  in  brief  but  unmistak- 
able English  what  I  expect  them  to  do  and  I  encourage  them  in  doing 
it.    I  thank  them  and  compliment  them  on  the  manner  in  which  they 
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do  their  work  if  it  is  done  in  accordance  with  my  requests.  In  no 
instance  have  I  ever  side-tracked  a  general  nurse,  hut  I  will  come  to 
that  later.  As  to  special  work,  I  wholly  approve  of  that  thorough- 
ness of  education  that  a  nurse  ought  to  get  in  a  general  hospital.  She 
should  hegin  in  a  school  or  laboratory  or  the  workshop  of  a  general 
hospital.  A  general  hospital  should  have  a  laboratory  and  a  school ; 
it  should  have  a  diet  kitchen  and  all  that  is  necessary  to  make 
the  school  complete.  But  few  schools  have  them.  The  nurse  should 
go  through  the  departments  of  a  general  hospital ;  she  should  receive 
preliminary  training  in  the  diet  kitchen  and  in  routine  work  that  she 
first  has  to  do,  such  as  wrestling  with  the  bed-pan  and  draw-sheets, 
the  preparation  of  material,  and  the  like,  and  the  order  in  which  it 
should  come.  She  should  go  from  the  medical  to  the  surgical  wards  ; 
from  the  children's  department,  surgical  and  medical,  to  the  ortho- 
pedic and  to  the  maternity,  and  wind  up  with  a  roundness  of  educa- 
tion that  few  general  hospitals  or  special  institutions  at  present  give. 
If  she  is  willing  to  prolong  her  education  she  can  give  a  third  year  to 
receiving  instruction  in  a  special  hospital ;  that  is  the  English  method 
of  educating  nurses.  In  some  of  the  London  hospitals  nurses  pay  for 
special  pivileges  outside  of  the  large  hospitals.  While  they  may  have 
spent  two  years  at  St.  Thomas's  Hospital,  they  go  to  the  Children's 
and  Orthopedic  Hospitals  and  pay  for  the  prvilege  of  going  there. 

This  discussion  opens  up  a  very  broad  field.  There  is  a  demand  for 
chief  nurses  or  supervising  nurses.  It  is  a  difficult  thing  indeed  to 
get  one.  There  is  scarcely  a  general  hospital  in  this  country  with  a 
hundred  and  fifty  nurses  in  which  you  can  select  one  nurse  capable 
of  supervising  other  nurses.  It  is  a  difficult  matter,  and  I  am  always 
on  the  lookout  for  a  good  nurse,  both  at  home  and  abroad,  fearing 
that  I  may  lose  my  present  chief  nurse  by  death,  by  marriage,  or  by  a 
high  salary  being  offered  to  her  by  some  one  else.  I  have  a  nurse  who 
is  worth  just  as  much  as  any  one  feels  he  could  afford  to  give  her.  I 
am  satisfied  she  is  the  best  chief  nurse  in  America. 

The  operator  in  many  instances  is  responsible  for  the  carelessness  of 
nurses.  We  had  an  example  of  carelessness  on  the  part  of  nurses  this 
morning  in  that  two  or  three  of  them,  like  the  operators,  made  a  break 
in  the  preparation  for  the  operation.  I  am  satisfied  nurses  in  training 
schools  should  be  taught  everything  carefully  except  the  practice  of 
medicine.  They  are  good  anesthetizers  when  trained  ;  they  are  usu- 
ally much  better  anesthetizers  than  resident  physicians.  Every  hos- 
pital should  have  a  coacher  in  anesthesia,  whether  a  resident  physician 
or  nurse — that  is  all  she  should  do — to  coach  the  resident  physician 
until  he  is  a  skilful  anesthetizer.    Every  candidate  for  resident  physi- 
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cian  should  be  trained  in  anesthetizing.  So  should  nurses.  At  the 
cross-roads,  agricultural,  and  mountainous  districts  of  the  country  a 
good  deal  depends  on  a  good  nurse.  You  may  have  an  intelligent 
physician  at  your  command,  you  may  need  his  assistance,  and  if  you 
do  you  can  turn  the  anesthesia  over  to  a  good  nurse,  or  you  can  in- 
struct the  doctor  to  give  the  anesthetic  and  let  the  nurse  assist  you. 
In  gynecological  or  surgical  work  a  nurse  should  be  a  good  assistant. 
When  they  are  clean  they  are  among  the  cleanest  institutions  in  the 
world,  both  morally  and  otherwise. 

The  question  of  salary  and  of  honorariums  in  hospitals  has  been 
alluded  to.  Some  wealthy  hospitals  have  cancelled  their  monthly 
salaries  to  nurses  and  simply  give  an  honorarium  when  they  graduate. 
This  is  an  error.  These  women  need  underclothing.  They  should 
have  a  great  supply  of  linen  so  as  to  keep  themselves  clean.  Medical 
students  should  be  encouraged  in  cleanliness.  The  habits  of  students 
degenerate  from  the  time  they  leave  home  to  enter  medical  colleges. 
The  average  medical  student,  when  he  leaves  home,  is  clean  and  tidy, 
but  soon  becomes,  during  the  four  years  of  his  medical  college  life,  a 
sloppy,  dirty  fellow.  Colleges  too  are  dirty.  They  should  be  cleaner 
than  churches.  The  morals  of  colleges  are  not  as  good  as  they  should 
be.  We  have  men  in  our  medical  colleges  in  this  country  occupying 
the  chair  of  venereal  diseases  who  throw  too  much  levity  into  their 
lectures.  It  is  a  mistake.  The  counsel  of  some  of  them  is  really  cor- 
rupting. 

Vacations  and  rest,  when  needed,  are  of  value  to  nurses.  There  is 
a  certain  amount  of  instruction  and  counsel  that  should  be  given  to 
all  nurses  who  are  to  do  private  work,  as  to  their  behavior  in  private 
homes,  the  management  of  domestics  in  private  homes,  and  matters 
of  that  kind.  Nurses  disturb  private  homes  very  much.  If  a  nurse 
deliberately  takes  a  lot  of  soiled  sheets  and  debris  from  the  operating- 
room  in  a  private  house  and  throws  them  in  the  bath-tub,  there  is 
usually  trouble  in  the  kitchen.  She  should  take  these  soiled  linens  to 
the  laundry-room  and  place  them  in  cold  water,  and  whatever  the 
rule  is  she  should  not  in  any  way  disturb  the  domestics  of  the  house- 
hold and  do  mischief  in  that  way.  The  health  of  the  nurse  should  be 
looked  after  most  carefully. 

The  point  made  by  Dr.  Dunn  in  regard  to  losing  valuable  nurses 
is  an  excellent  one.  Never,  under  any  circumstances,  permit  a  good 
nurse — either  obstetrical  or  a  favorite  nurse,  if  you  call  her  such,  or 
a  gynecological  nurse — to  become  a  traveling  companion  of  your 
patient.  It  is  too  common.  We  lose  valuable  nurses  by  permitting 
patients  to  take  them  to  the  south  of  France  for  one  year  or  to  Los 
Obst  Soc  10 
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Augeles  for  a  year.  I  never  permit  it  except  the  salary  is  large,  be- 
cause such  a  nurse  rarely  comes  back  as  good  as  she  was  before  going. 
If  she  is  to  follow  her  specialty  as  we  do,  not  give  it  up,  she  should 
never  become  tired  of  it;  she  should  pursue  it.  I  do  not  want  my 
nurses  to  become  traveling  companions  of  patients.  I  am  satisfied  we 
lose  good  nurses  in  that  way. 

I  have  made  no  criticism  whatever  of  a  good  nurse  from  a  general 
hospital.  I  value  her  education,  but  she  needs  to  be  educated  along  a 
special  line  for  our  work.  Perhaps  in  some  instances  the  preparations 
made  by  a  general  nurse  are  quite  as  good  as  those  made  by  our  own 
nurses.  I  tell  them  briefly  what  I  want  them  to  do.  I  tell  my  nurses 
that  after  scrubbing  their  hands  they  must  keej)  them  off  the  door- 
knob, keep  them  out  of  their  pockets,  keep  them  in  mid-air,  rather 
than  have  them  come  in  contact  with  anything  that  is  liable  to  con- 
tamination. I  instruct  my  nurse  to  leave  everything  as  she  finds  it 
when  she  begins.  When  I  am  doing  dirty  work  and  have,  to  repeat 
my  own  toilet  to  get  rid  of  a  certain  amount  of  filth,  and  she  has  to 
take  care  of  four  or  six  sponges  and  cleanse  them  quickly,  free  them 
from  filth,  I  instruct  her  to  cleanse  herself  rapidly  and  produce  clean 
ones  to  finish  the  operation.  There  is  a  certain  amount  of  detail  that 
we  must  carry  out  to  minimize  the  risks  to  patients,  and  every  detail 
we  must  demand  of  the  nurse,  the  same  as  you  do  of  your  assistant. 

I  said  there  was  a  demand  for  nurses  in  gynecological  work.  My 
nurses  go  all  over  the  Southern  States.  They  are  to  be  found  in  small 
cities  and  towns.  I  operated  in  western  New  York  not  long  since  and 
found  two  of  my  nurses  in  a  private  hospital  in  a  city  of  4000  inhab- 
itants. Oue  of  them  assisted  me  in  removing  a  huge  ovarian  abscess, 
and  a  very  good  physician  gave  the  ether  quite  as  well  as  my  anesthe- 
tizer  at  home.  Everything  was  satisfactory.  The  other  nurse  took 
care  of  my  instruments  and  sponges,  and  I  have  no  doubt  it  would 
have  been  just  as  satisfactory  if  they  had  been  both  Bellevue  nurses  if 
I  had  an  opportunity  of  giving  them  counsel.  Nurses  from  general 
hospitals  are  interesting  and  are  an  ambitious  class  of  women.  They 
ask  me  what  I  want  and  how  I  want  it.  I  have  no  criticism  whatever 
to  make  of  the  nurses  from  general  hospitals  except  that  their  educa- 
tion has  not  gone  sufficiently  far.  At  one  time,  while  doing  obstetrical 
work,  I  had  control  of  a  large  maternity.  I  took  nurses,  early  and 
late,  from  my  own  private  place  to  the  Preston  Retreat,  six  at  a  time, 
and  kept  them  there  three  and  six  months  and  grounded  them  in 
practical  maternity  work.  I  kept  them  in  the  delivery-room  for  a 
month  each,  and  in  classes  of  four  and  six.  One  of  them  was  expected 
to  admit  the  patient,  to  take  her  to  the  bath-room,  douche  her,  bathe 
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her,  manicure  her  finger-nails  and  toes,  and  shampoo  her,  and  then 
she  was  required  to  keep  a  careful  watch  over  the  woman  until  the 
beginning  of  labor  and  keep  her  as  clean  as  she  would  keep  herself. 
She  looks  after  the  women  when  retiring  at  night,  ascertains  whether 
their  bowels  move  daily  or  not,  and  is  required  to  keep  a  most  careful 
record  of  the  laxatives  used  before  labor,  and  to  persevere  along  these 
lines.  When  the  patient  complains  of  labor-pains  she  is  turned  over 
to  the  delivery  nurse,  who  prepares  her  for  the  delivery-room.  She 
is  douched,  bathed,  and  placed  on  the  delivery-bed,  and  two  of  the 
nurses  are  permitted  to  assist  in  the  delivery-room.  The  patient  is 
turned  over  at  the  door  to  the  ward  nurses.  The  delivery-room  nurses 
never  enter  the  ward.  A  nurse  who  has  taken  care  of  puerperal  cases 
is  never  seen  in  the  delivery-room.  In  regard  to  these  nurses  being 
wholly  unfit  for  private  hospitals,  it  is  an  error.  As  abdominal  sur- 
geons we  take  care  of  all  sorts  of  dirty,  filthy,  and  septic  cases.  Any 
one  of  you  may  find  one  or  two  cases,  on  your  return  home  from  this 
meeting,  dying  of  puerperal  sepsis,  with  a  temperature  of  105°,  and 
very  ill,  and  they  require  as  much  attention  as  a  typhoid  patient.  A 
good  surgical  nurse  will  take  care  of  a  typhoid  fever  patient  as  care- 
fully as  she  will  one  ill  from  post-puerperal  infection  or  sepsis,  Again, 
take  a  boy  of  sixteen  who  is  dying  of  general  purulent  appendicitis 
after  removal  of  the  appendix  :  a  good  nurse  is  just  as  capable  of 
taking  care  of  that  boy  as  she  is  of  a  case  of  typhoid  perforation.  So 
it  is  an  error  to  say  that  these  nurses  can  only  care  for  certain 
patients.  A  nurse  is  a  nurse  the  world  over  if  her  training  has  been 
complete. 

There  is  a  very  imperfect  system  in  vogue  in  some  of  our  general 
hospitals.  For  instance,  I  go  into  a  general  hospital  and  see  six  or 
eight  nurses  waiting,  sitting  around  in  the  corridors  gossiping.  An 
electric  bell  rings.  One  will  say  to  the  other,  "that  is  your  patient," 
and  they  are  likely  to  quarrel  over  the  matter.    That  is  not  nursing. 

I  once  had  the  assistance  of  a  good  nurse  from  the  Johns  Hop- 
kins, in  charge  of  the  West  Chester  Hospital  of  Pennsylvania.  I  did  a 
vaginal  hysterectomy  in  a  little,  over-crowded  operating  room,  and  I 
allude  to  this  nurse  because  I  never  saw  her  before  and  knew  nothing 
about  her.  Everything  was  very  nice.  She  was  very  particular,  and 
she  said  to  me,  "  Doctor,  will  you  have  plain  sterilized  gauze  or  iodo- 
form gauze  for  drainage?"  I  said,  "It  does  not  make  any  differ- 
ence." A  doctor,  one  of  the  bystanders,  took  the  bottle  containing 
the  gauze  and  handed  it  to  her.  She  said  to  him,  "  Will  you  please 
put  it  down?  I  will  not  touch  it  until  you  put  it  down."  He  put  the 
bottle  down,  she  lifted  the  lid,  and  handed  me  the  gauze.   She  refused 
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positively,  under  any  circumstances,  to  touch  the  bottle  while  he  held 
it.    I  complimented  her.    This  man  was  a  surgeon  who  did  it. 

Dr.  Dunning  asked  a  question  in  regard  to  probationers.  I  would 
rather  have  all  training  schools  to  come  right  up  to  my  standard  of 
training  schools.  I  would  rather  take  nurses  from  a  general  training 
school  than  to  take  young  nurses  and  educate  them.  I  could  get  rid 
of  a  dozen  or  more  probationers  that  I  have  to  feed  and  care  for.  If 
I  could  take  from  some  of  the  general  hospitals  well-trained  nurses 
who  have  gone  through  the  medical,  surgical,  and  obstetrical  wards, 
and  they  would  serve  me  one  year,  I  would  get  rid  of  that  preliminary 
training  and  would  not  think  of  asking  my  friends  to  go  and  lecture 
to  them,  and  I  would  not  have  to  train  them  myself.  It  would  be  a 
relief,  indeed,  to  take  them  early  from  a  general  hospital  if  they  would 
come  for  a  year.  It  gives  them  two  years  in  the  general  hospital,  and 
four  years  is  a  big  slice  out  of  a  woman's  life.  It  is  too  long  and  is 
not  really  necessary.  It  seems  to  me  two  years'  training  is  sufficient 
for  any  woman  if  she  is  bright  and  intelligent:  there  is  not  so  much 
in  nursing  that  a  woman  needs  to  serve  one-tenth  of  her  life  in  it. 
The  average  life  of  a  Harvard  graduate  is  only  forty-six.  I  alluded 
to  the  demand  for  sjiecial  nurses,  and  I  believe  that  was  the  point  Dr. 
Dunning  touched  upon.  I  find  an  enormous  demand  for  them.  I 
am  sorry  it  exists,  because  it  encourages  that  special  education  that 
you  have  to  condemn,  and  you  must  not  be  surprised  if  I  should  con- 
demn it.  Nurses  have  come  to  me  to  do  special  work,  and  I  have 
asked  them  to  what  church  they  belonged,  and  if  they  said  the  Pres- 
byterian Church  I  unhesitatingly  told  them  it  was  better  for  them 
to  go  to  the  Presbyterian  Hospital,  where  they  would  have  a  general 
training  in  both  the  medical  and  surgical  wards  (female  and  male). 
This  is  invariably  the  advice  I  give  to  them — urge  them  to  seek  admis- 
sion to  general  hospitals. 

Then,  again,  we  receive  letters  in  regard  to  nurses  from  preachers, 
doctors,  and  good  business  men.  Let  me  tell  you  that  these  letters  of 
recommendation  are  not  always  to  be  relied  uj>on,  for  the  reason  that 
out  of  sympathy  and  interest  these  people  recommend  certain  young 
women  for  nurses.  Maybe  some  communities  want  to  get  rid  of  cer- 
tain girls,  and  as  a  last  resort  they  recommend  them  for  positions  as 
nurses  when  they  are  utterly  unfit  for  the  work. 

Some  one  alluded  to  preliminary  training.  It  is  difficult  indeed  to 
clean  up  some  young  women.  It  is  quite  as  difficult  as  it  is  to  clean 
up  some  medical  students  who  spend  a  year  in  a  medical  college.  It 
is  said  that  a  father  said  to  his  son  who  had  attended  a  medical  col- 
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lege  for  one  year,  after  coming  home,  ' '  I  want  you  to  go  out  and 
shake  yourself."  He  was  disgusted  with  him.  Most  medical  colleges 
are  dirty,  and  this  contributes  to  the  mortality.  The  mortality  of  the 
Pennsylvania  and  Jefferson  Medical  Colleges,  among  the  students,  has 
always  been  from  1  to  3  per  cent,  from  typhoid  fever  and  other  causes. 
This  is  wholly  due  to  the  inattention  to  the  comfort  of  students  and 
the  unsanitary  condition  of  the  colleges. 

Occasionally  in  the  choice  of  nurses  you  get  an  immoral  one,  but 
it  only  takes  a  short  time  to  find  it  out.  It  you  have  a  good  group 
of  strictly  moral  nurses  they  will  weed  out  an  immoral  one  in  a  week 
or  ten  days.  In  the  choice  of  nurses  it  is  important  not  to  have  them 
too  light  or  too  heavy,  too  thick  or  too  thin,  too  long  or  too  short.  I 
have  been  very  careful  for  years  never  to  take  widows  as  nurses.  I 
consider  them  unreliable.  I  do  not  want  old  grass  widows  for  nurses. 
I  want  clean  nurses  through  and  through — -sexually,  morally,  physi- 
cally, and  mentally.  I  do  not  want  a  dirty  nurse  of  any  character  in 
my  house.  If  she  has  a  specific  taint  of  any  character  she  must  go. 
Unclean  nurses  are  very  apt  to  douche  themselves  with  the  syringe 
that  belongs  to  somebody  else.  I  look  upon  the  ordinary  vaginal  syr- 
inge as  I  find  it  in  houses  and  bath-rooms  as  one  of  the  abominations. 
I  have  no  doubt  that  the  domestics  in  many  houses  use  the  syringes 
that  belong  to  the  members  of  the  family,  and  I  have  no  doubt  that 
lots  of  lovely  mothers  and  daughters  are  contaminated  in  that  way  by 
hanging  the  syringe  in  the  bath-room  and  the  chamber-maid  using  it. 
The  mother  should  look  after  this  as  carefully  as  she  would  one  of  her 
precious  jewels.  Pick  out  the  right  sort  of  nurse  in  every  particular. 
Do  not  select  one  with  green  eyes,  a  peculiar,  odd-looking  creature. 
If  you  do  the  patient  will  say  I  do  not  like  her  eyes ;  I  do  not  like 
her  hair :  and  you  may  just  as  well  avoid  comments  of  that  kind. 
Teach  your  nurse  the  elementary  principles  of  nursing  from  the 
beginning,  so  that  she  may  breathe  the  discipline  she  receives  from 
you  constantly  and  from  the  senior  nurses.  In  this  way  she  will  travel 
right  on  up  through  the  departments  under  three  forms  of  discipline, 
after  having  coaching  masters,  a  supervising  nurse,  and  senior  nurses. 
Her  life  is  one  perpetual  grind  as  she  progresses.  It  should  be  duty, 
and  duty  all  the  time,  and  nothing  but  duty.  Teach  the  nurses  the 
gospel  of  cleanliness ;  teach  them  never  to  contaminate  themselves. 
Instruct  your  nurse  not  to  touch  the  upholstery  or  a  rail  as  she 
descends  stairways ;  instruct  her  never  to  dirty  herself  in  the  oper- 
ating-room, if  possible,  and  never  touch  anything  after  she  makes  the 
necessary  preparation.    She  should  never  permit  herself  to  look  at 
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her  watch,  indeed,  she  should  not  have  a  watch.  Hospitals  and 
operating-rooms — very  few  of  them — are  really  what  they  ought  to  be. 
Some  of  them  have  two  doors  to  get  in,  and  it  is  difficult  for  a  nurse  to 
open  the  door  with  her  knee  or  foot.  It  is  a  mistake  to  accept  nurses 
in  training  schools  who  are  promised  in  marriage.  They  never  do 
good  work  while  reading  and  writing  love-letters. 


EXTRA-UTERINE  PREGNANCY;  MATURE  FETUS : 


Remains  Borne  Seventeen  Years  over  Completion  of 
Gestation  Term  ;  Condition  Eventually  Fatally 
Complicated  by  Ovarian  Cystoma. 

By  W.  J.  ASDALE,  M.D., 

PITTSBURG. 


Since  the  case  the  subject  of  the  history  following  is  one  of  rare 
sort,  I  need  not  offer  an  apology  for  placing  some  account  of  it 
upon  record. 

In  July,  1896, 1  visited  at  her  home  in  the  country,  in  company 

with  her  physician,  Mrs.  ,  a  widow,  in  her  forty-fourth  year. 

Previous  to  marriage,  which  occurred  in  her  twenty-fifth  year, 
her  health  had  been  uninterruptedly  good.  When  about  fifteen 
months  married  she  found  her  menses  arrested,  and  believed  herself 
to  be  pregnant.  Abdominal  enlargement  was  presently  noticed, 
and  was  progressive.  She  got  along  well,  she  related,  until  fetal 
movements  began  to  be  felt.  Then  she  first  suffered  pains  ;  these 
pains  were  sometimes  very  severe.  From  this  time,  also,  her  health 
began  to  decline.  At  the  end  of  the  usual  period — nine  mouths 
— she  was,  as  she  supposed,  taken  ill  in  labor;  then,  during  about 
two  weeks,  she  had  great  pain,  and  there  was  some  discharge  of 
blood  from  the  vagina,  but  no  delivery.  Her  medical  attendant 
and  consulting  physician  determined  that  she  bore  an  extra-uterine 
fetus.  Its  removal  by  operation  was  offered  and  declined.  The 
enlargement  of  the  abdomen  attained  corresponded  to  that  usual  in 
pregnancy.  Soon  after  passing  the  labor  period,  her  bulk  began 
to  diminish,  and  six  months  later  her  proportions  were  about  as 
before.  Her  health,  subsequently,  was  never  quite  as  good  as 
before,  yet,  during  following  years,  her  discomfort  was  never  great. 

About  the  end  of  1894  she  discovered  that  she  was  again  under- 
going abdominal  enlargement.    Soon  a  definitely  described  fulness 
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was  perceptible,  arising  from  the  pelvis,  as  before,  and  occupying 
the  middle  line.  The  growth  of  this  tumor  had  been  steady,  lat- 
terly rapid.  Now,  the  patient  said,  she  much  exceeded  in  abdom- 
inal girth  her  former  size  when  pregnant.  She  had  not  called  her 
physician,  however,  until  in  May  preceding  my  visit.  Then,  for 
the  relief  of  pains,  occasional  and  severe,  and  apparently  intes- 
tinal, and  attended  by  slight  hemorrhages  from  the  bowel,  she  had 
only  recently  been  forced  to  take  her  bed  to  stay. 

Physical  Condition.  Body  not  greatly  emaciated,  but  tissues  soft ; 
skin  and  mucous  membranes  very  pale;  conjunctivae  pearly;  tem- 
perature depressed  ;  heart-sounds  normal,  but  heart's  action  feeble, 
yet  not  irregular,  and  but  slightly  accelerated ;  debility  very  marked; 
is  unable  to  take  much  nourishment;  no  glandular  enlargements  ; 
uterus  is  small  and  high  in  pelvis  ;  vaginal  roof  is  tense  and 
fluctuant.  The  presence  of  a  large  ovarian  cyst  was  quite  clearly 
made  out ;  also  a  considerable  intraperitoneal  effusion,  but  the 
extreme  debility,  the  exsanguination,  the  intestinal  pains  and  the 
bloody  flow  from  bowel  (and  not  proceeding  from  hemorrhoids  or 
other  rectal  lesion),  gastric  irritability,  and  ghastly  aspect  of  patient 
pointed  unmistakably  to  some  more  serious  and  complicating 
state.  These  signs,  taken  in  connection  with  the  history  related, 
forced  the  conviction  that  threatened  intestinal  perforation  and 
sepsis — through  disturbance  of  old  fetal  remains — constituted  the 
attendant  complicating  condition.  She  was  now  quite  willing  to 
submit  to  operative  procedure  promising  cure.  Her  condition  for- 
bade attempt  at  her  removal  to  the  hospital,  and  I  was  unwilling, 
in  the  situation,  and  more  especially  because  of  the  patient's 
reduced  and  likely  septic  state,  to  there  aud  then  operate.  I  prom- 
ised to  do  so  if  later  she  should  be  improved.  I  hoped,  indeed,  to 
secure  her  removal  to  the  hospital,  anticipating  that  the  patholog- 
ical conditions  to  be  developed  would  prove  to  be  of  very  unusual 
sort  and  such  as  to  make  a  hospital  residence  for  her  care  an  impor- 
tant requisite.  She  did  not  improve,  and  after  suffering  successive 
severe  attacks  of  abdominal  pain,  a  few  weeks  later,  died.  At  the 
autopsy,  which  the  writer  did  not  witness,  a  monocyst  of  the  right 
ovary,  of  large  size,  was  emptied  and  withdrawn ;  one  of  the  long 
bones  (limb)  of  a  fetal  skeleton  was  found  in  the  pelvis,  free  ;  from 
high  in  the  left  hypochondrium  underlying  the  left  lower  ribs  aud 
just  beneath  the  diaphragm,  were  found  the  remains —skeletal, 
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simply — of  a  fetal  body,  disarticulated  and  closely  packed  together. 
The  bones  were  invested  by  the  intestine,  a  portion  of  which  was 
cut  away  in  the  removal.  The  fetal  soft  parts  had,  at  the  time  of 
autopsy,  almost  entirely  disappeared.  The  specimen  has  not  had 
good  care,  and  has  only  recently,  by  courtesy  of  Dr.  H.  P.  Craw- 
ford, come  into  my  possession. 

On  reviewing  this  case  various  reflections  arise  ;  their  suggestion 
may  be  helpful  to  others.  The  developments  at  the  post-mortem 
entirely  agreed  with  the  expectations  we  had  in  mind,  following 
our  first  acquaintance  with  the  case;  but  I  confess,  I  was  astonished 
to  learn  the  locality  in  which  the  fetal  remains  were  found.  All  is 
easily  understood,  however,  when  we  remember  that  the  fetal  body, 
originally  surrounded  by  floating  intestine  and  omentum,  latterly, 
as  the  new  cyst  forming  filled  up,  would  become  displaced  and 
lifted  higher  and  higher  until  it  could  go  no  further,  being  arrested 
at  the  diaphragm.  Then  pressure  results  must  follow,  ulceration 
and  perforation,  communication  with  the  bowel,  sepsis,  and  death, 
likely  soon  after. 

The  terrible  situation  the  operator  must  have  had  to  deal  with 
in  this  case  had  the  hazard  been  made,  every  surgeon  of  experience 
can  realize.  Confront  he  must  surgical  conditions  by  ordinary 
diagnostic  methods  impossible  to  locate  or  presuppose,  the  history 
of  the  ease  alone  affording  inference  only.  The  relation  of  the  case 
might  well  serve  to  deter  the  boldest  tyro  in  abdominal  surgery. 

Without  the  occurrence  of  the  ovarian  cyst,  these  fetal  remains, 
it  is  well  understood,  might  have  been  borne  unsuspected  through 
a  long  life,  the  tolerance  by  the  peritoneum  of  the  presence  of 
such  foreign  bodies  undergoing  disintegration  and  absorption 
being  too  well  known  to  need  mention  here.  It  is  when  commu- 
nication with  the  intestine  has  become  established  with  such 
remains,  that  their  presence  becomes  a  serious  danger  and  instant 
menace  of  existence.  Records  of  successful  operations  undertaken 
for  the  removal  of  long-retained  fetal  remains  are  so  rare  as  yet  to 
be  exceptional ;  how  much  more  doubtful,  surely,  the  result  of 
operation  when  complicated  as  in  this  case? 
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DISCUSSION. 

Dr.  L.  S.  McMurtry,  of  Louisville,  Ky. — The  report  of  the  case 
that  we  have  just  had  the  pleasure  of  listening  to  is  very  interesting, 
and  suggests  a  great  deal  for  reflection,  but  really  very  little  for  dis- 
cussion. Our  thanks  are  due  to  the  essayist  for  presenting  this  inter- 
esting case,  together  with  the  photographs  and  specimens. 

I  have  had  some  experience  in  dealing  with  the  operative  treatment 
of  extra-uterine  pregnancy  when  the  fetus  had  gone  on  to  full  term, 
spurious  laboi  passed,  and  the  fetus  had  perished.  The  case  presented 
is  an  illustration  of  a  much  more  advanced  stage  of  the  same  process, 
and,  as  the  writer  has  already  stated,  these  cases  present  great  difficul- 
ties for  the  operator. 


REMARKS  ON  PRIMITIVE  AMENORRHEA: 

With  Report  of  Case  and  Presentation  of  Pathological 

Specimen. 

By  WALTER  B.  CHASE,  M.D., 

BROOKLYN. 


The  essential  fact  in  the  sexual  life  of  woman  is  the  predomi- 
nating control  of  ovarian  influence,  and  the  central  fact  in  the 
pathology  of  woman's  sexual  life  is  due  in  large  degree  to  changes 
or  perversion  of  function  or  structure  of  the  ovary. 

While  ovarian  function  is  not  the  single  influence  which  sways 
woman's  existence,  the  absence  of  it  would  dethrone  her  woman- 
hood. About  these  physiological  and  pathological  phenomena 
cluster  influences  which  dominate  and  control  woman's  sexual 
life,  presenting  problems  of  broad  aud  far-reaching  influence. 
The  changes,  physical  and  psychical,  which  mark  the  advent  of 
puberty  are  among  the  most  important  in  woman's  life,  and 
variations  from  their  normal  development  are  entitled  to  aud 
demand  the  most  careful  consideration.  But  one  or  two  features 
of  this  phenomenon  will  find  place  for  discussion  in  this  paper. 

The  commonly  accepted  theory  concerning  the  functional  activity 
of  woman's  sexual  life  is  that  menstruation  marks  the  commence- 
ment of  ovulation  aud  that  in  its  ordinary  manifestation  they  are, 
in  point  of  time,  coincident.  The  experience  of  all  observers 
doubtless  furnishes  exceptions  to  the  common  law,  but  these  excep- 
tions serve  rather  to  confirm  than  abrogate  it. 

Among  these  variations  or  absence  of  physiological  processes, 
amenorrhea  in  some  of  its  forms  is  of  common  frequency.  An 
intelligent  and  comprehensive  distinction  in  amenorrhea  embraces 
a  difference  between  those  cases  which  are  congenital  or  acquired. 

In  the  former,  emansio  mensium  or  primitive  amenorrhea,  the 
causes  are  congenital  and  chiefly  physical,  while  in  the  latter,  sup- 
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pressio  mensiura  or  acquired  amenorrhea,  the  causes  are  functional, 
or  largely  so,  excepting  perhaps  those  the  results  of  iuflainmation. 
In  the  first  class  menstruation  has  never  been  present ;  in  the  second 
class  the  function  once  present  is  arrested. 

There  is  reason  to  believe  that  in  most  cases  of  primitive  amen- 
orrhea, except  in  retention  of  menstrual  blood,  ovulation  is  lack- 
ing; but  in  the  case  I  have  to  report  ovulation  without  menstruation 
was  the  interesting  feature  present. 

Primitive  amenorrhea  may  result  from  congenital  deficiency  or 
imperfect  development,  as  follows:  absence  or  imperfect  develop- 
ment of  ovaries  and  uterus  ;  degeneration  of  the  ovaries,  cystic  or 
otherwise  ;  and  the  formation  and  development  of  benign  or  malig- 
nant tumors  of  the  ovaries  sufficient  to  preclude  or  abolish  their 
function.  One  other  cause  should  be  included  in  the  list  as  a  cau- 
sative factor  in  primitive  amenorrhea,  namely,  occlusion  of  uterus 
and  vagina  preventing  escape  of  menstrual  blood  from  either  the 
uterus  or  vagina. 

It  will  be  seen  that  the  causes  of  primitive  amenorrhea  are  not 
primarily  functional,  but  organic,  while,  on  the  other  hand,  acquired 
or  functional  amenorrhea  is  due  to  a  faulty  condition  of  the  blood 
or  an  abnormal  state  of  the  ganglionic  nervous  system. 

It,  therefore,  makes  careful  scrutiny  on  the  part  of  the  physician 
obligatory  and  imperative,  particularly  in  the  patient  arriving  at 
the  age  of  puberty,  when  menstruation  does  not  appear,  to  differen- 
tiate as  to  the  cause.  It  is,  therefore,  at  once  apparent  how  great 
the  responsibility  of  making  rational  and  logical  differentiation  as 
to  those  complex  factors  operating  to  fit  the  girl  for  womanhood 
and  healthy  reproduction.  The  longer  menstruation  is  delayed  the 
more  emphatic  becomes  the  reason  for  ascertaining  the  cause.  It 
is  not  my  purpose  to  enter  into  discussion  in  enumerating  the 
methods  for  the  study  of  an  individual  case,  but  suffice  it  to  say 
that  intelligent  management  demands  the  resort  to  all  methods  of 
interrogation,  including  careful  physical  examination  in  cases  where 
the  flow  has  not  appeared  after  the  common  evidences  of  puberty 
have  established  themselves  not  only,  but  in  the  absence  of  such 
phenomena. 

One  of  the  frequent  causes  of  primitive  amenorrhea  is  occlusion 
of  the  os  uteri  or  an  imperforate  hymen,  resulting  in  retention 
of  menstrual  blood.     In  these  cases  evacuation  of  the  retained 
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menstrual  fluid  under  strict  aseptic  and  antiseptic  precautions 
is  the  one  rational  course  to  be  pursued,  with  the  patient  in 
bed,  care  being  exercised  to  permanently  overcome  the  obstructive 
cause.  Careful  physical  examination,  with  or  without  an  anesthetic, 
will  go  far  to  clear  up  doubt  as  to  absence  of  uterus  or  ovaries,  or 
disease  of  either  sufficient  to  abolish  their  normal  functional  activity. 
If  absence  of  either  the  uterus  or  ovaries  can  be  demonstrated  the 
case  is  ended.  If  benign  or  malignant  disease  of  these  organs  is 
responsible  for  the  amenorrhea,  then  deliberate  and  conservative 
judgment  will  determine  the  course  to  be  pursued.  If  it  can  be 
demonstrated  that  the  physical  causes  are  responsible  for  lack  of 
ovulation  or  menstruation,  or  both,  the  remedy  will  be  more  often 
applied  toward  conserving  the  life  and  promoting  the  health  of  the 
individual  than  any  hope  or  expectation  of  bringing  on  the  func- 
tion, except  in  cases  of  ovarian  growths  when  surgical  aid  may  be 
availing. 

The  abnormalities  of  ovulation  or  menstrual  flow,  or  both,  pre- 
sent a  variety  of  interesting  phenomena.  There  are  women  who 
have  conceived  and  borne  children  yet  have  never  menstruated, 
and  others  who  never  menstruate  save  during  pregnancy.  This 
simply  demonstrates  the  extremes  of  irregularity  as  governed  by 
the  common  law  of  physiological  development  and  function. 

The  change  or  absence  of  menstruation,  as  witnessed  after  the  re- 
moval of  the  ovaries,  is  one  of  the  highest  interest  from  the  physio- 
logical and  pathological  stand-point.  The  shock  to  the  sympa- 
thetic nervous  system,  and  the  consequent' discomfort  of  the  patient 
by  artificial  and  sudden  development  of  the  menopause  is  a  matter 
of  no  small  consequence  and  only  justifiable  as  a  choice  of  evils. 
It  is  in  this  light  that  the  comparative  study  of  the  results  follow- 
ing artificial  menopause,  and  primitive  amenorrhea  from  organic 
changes  in,  or  absence  of,  the  ovaries,  is  of  so  much  interest,  though 
it  is  apparent  that  opportunities  for  such  comparisons  are  of  infre- 
quent occurrence. 

The  case  I  have  to  report  came  under  my  observation  last  fall, 
having  been  sent  me  by  Dr.  Samuel  Hendrickson,  of  Jamaica. 
Mrs.  B.,  aged  twenty-four  years,  a  woman  of  refinement  and  fine 
physical  development,  had  been  married  about  two  years,  was 
sterile,  and  had  never  menstruated.  She  gave  an  intelligent  his- 
tory of  having  had,  since  the  age  of  about  eighteen,  all  the  symp- 
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torus  which  usually  accompany  menstruation,  except  the  appear- 
ance of  the  menstrual  flow.  The  symptoms  of  discomfort  developed 
with  perfect  regularity  every  twenty-eight  days,  with  a  history  of 
increasing  pain  and  nervous  excitability,  until,  during  the  eighteen 
months  previous  to  my  having  seen  her,  the  pain  had  become  un- 
bearable and  her  nervous  perturbation  such  that  she  and  her  friends 
feared  insanity.  The  one  subjective  symptom  which  gave  rise  to 
her  fears  of  mental  disturbance  was  severe  headache  and  pressure 
felt  at  the  vertex,  which  was  present  for  several  days  at  each  men- 
strual molimen.  During  a  year  or  more  she  had  become  conscious 
of  a  gradual  enlargement  of  the  abdomen,  and  could  herself  easily 
define  an  abdominal  tumor.  This  growth  was  easily  discoverable 
to  touch  and  sight,  and  the  rational  indications  pointed  to  a  dis- 
tended uterus  the  result  of  retained  menstrual  blood.  The  woman's 
abdomen  was  fat  and  thick,  but  the  tumor  could  be  well  defined, 
seeming  as  large  as  a  uterus  at  the  fifth  month  of  pregnancy.  The 
uterus  was  pushed  up  under  the  pubes  by  the  tumor,  and  admitted 
a  sound  to  the  usual  depth  of  two  and  one-half  inches,  thus  dis- 
proving the  theory  of  retained  menstrual  blood  in  the  uterus. 

She  entered  my  service  at  the  Bushwick  Hospital,  and  a  careful 
study  was  made  of  the  case  by  the  consulting  gynecologist,  Dr. 
Charles  Jewett,  and  myself.  We  were  not  positive  as  to  the  exact 
nature  of  the  tumor,  but  from  its  location  and  behavior  it  seemed 
likely  to  be  a  subperitoneal  fibroid,  as  moving  the  growth  moved 
the  uterus.  The  patient  was  desirous  of  an  operation,  saying  she 
would  rather  die  thau  longer  suffer,  fearing  she  would  become 
insane.  The  history  of  her  case  revealed  no  evidence  of  ever 
having  suffered  from  peritonitis,  which  is  mentioned  simply  to 
show  how  misleading  such  statements  are. 

On  opening  the  abdomen  dense  and  extensive  adhesions  had 
almost  walled  off  the  pelvic  contents.  I  found  and  removed  the  two 
tumors,  which  1  herewith  present,  with  the  report  on  the  specimens 
by  Dr.  Henry  P.  De  Forest,  pathologist  to  the  Seney  Hospital: 

The  specimens  presented  for  examination  and  description  consist 
of  two  tumors  removed  from  the  abdominal  cavity  of  a  young 
woman,  twenty-four  years  of  age,  who  had  never  menstruated. 

The  first  and  smaller  of  the  two  is  of  a  flattened  oval  outline,  its 
major  diameters  being  11,  9,  and  7  centimetres  respectively.    It  is 
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composed  of  a  thin-walled  sac,  which  is  subdivided  by  septa  into  a 
number  of  larger  and  smaller  cavities.  These  cavities  contained  a 
thickened,  grumous,  and  viscid  material,  in  some  instances  clear 
and  of  a  chocolate  color ;  in  others,  including  the  two  largest  cavi- 
ties, this  material  had  become  infected  and  was  changed  to  a  thick 
and  brownish  or  grayish  pus. 

A  smaller  tumor,  2.5  centimetres  long,  lies  flattened  upon  the 
outer  wall  of  the  larger  sac.  This  on  section  proves  to  be  the 
remains  of  the  ovary  and  contains  a  corpus  luteum  spurium. 

The  oviduct  is  not  found. 

We  have  here,  therefore,  a  true  multihcular  cystoma  with  septic 
infection  of  the  larger  portion  of  its  contents. 

The  second  specimen  is  a  tumor  of  approximately  the  same  shape 
as  the  one  already  mentioned,  but  of  much  larger  dimensions 
(19  x  15  x  14  centimetres).  This,  when  distended,  was,  therefore, 
of  about  the  size  of  a  child's  head.  This,  too,  is  a  thin-walled 
sac,  but  its  conteuts  are  composed  of  a  great  variety  of  elements. 
A  large  mass  of  fluid  of  a  brownish  and  purulent  consistence  holds 
in  emulsion  a  quantity  of  sebaceous  material  interspersed  with  short 
and  curly  hair.  There  is  but  one  cavity,  and  on  the  inner  walls  of 
this  are  smooth  areas  covered  with  epithelium  and  with  a  few  scat- 
tered hairs  growing  from  them.  The  general  surface  of  this  inner 
wall  is  smooth,  but  within  the  wall  are  a  number  of  large  plates  of 
bone,  some  of  them  nearly  5  millimetres  thick,  and  so  firm  that 
they  can  with  difficulty  be  broken.    No  teeth  are  found. 

No  remains  of  ovarian  tissue  can  be  discovered,  and  the  Fallo- 
pian tube  is  also  indeterminate. 

This  tumor,  therefore,  is  one  of  the  teratomata — an  ovarian  der- 
moid which,  in  addition  to  its  original  structure,  has  become  the 
site  of  inflammatory  complications. 

The  dermoid  had  no  pedicle,  but  was  closely  adherent  to  the 
uterus  and  right  broad  ligament.  It  was  already  necrotic,  having 
undergone  inflammatory  changes,  and  was  liable  to  have  ruptured 
spontaneously.  This  dermoid  found  its  seat  in  the  right  ovary  and 
had  dislodged  and  supplanted  the  ovarian  structure. 

The  second  tumor  was  a  suppurating  multilocular  cyst  of  the  left 
ovary,  and  not  apparently,  as  supposed,  a  tubo-ovarian  abscess. 

The  cause  of  the  primitive  amenorrhea  was  plainly  of  organic 
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origin.  One  interesting  fact  in  this  connection  should  be  men- 
tioned, namely,  that  neither  tube  could  be  found,  showing  either 
that  they  were  cougenitally  absent  or  had  disappeared  in  the 
advance  of  the  organic  disease. 

The  report  of  the  pathologist  is  both  interesting  and  instructive, 
and  harmonizes  with  the  theory  of  the  case,  both  from  a  physio- 
logical and  pathological  stand-point : 

1.  That  the  dermoid  had  usurped  the  place  and  destroyed  the 
function  of  the  right  ovary. 

2.  In  one  of  the  cyst  walls  of  the  multilocular  ovarian  cyst  was 
found  a  shrunken  ovary  the  size  of  a  large  lima  bean,  and  within 
this  ovarian  stroma  was  found  a  corpus  luteum  spurium.  To  the 
presence  of  this  ovarian  stroma  was  due  the  womanly  development, 
with  ovulation  and  the  futile  effort  of  menstruation  and  its  conse- 
quent suffering. 

3.  It  demonstrates  the  possibility  of  ovulation  without  menstru- 
ation. 

4.  It  leaves  us  in  doubt  whether  the  absence  of  the  Fallopian 
tubes  was  primary  or  secondary  to  the  grave  disease  of  the  ovaries, 
witli  the  possibility  that  they  were  cougenitally  absent. 

5.  It  presents  the  rare  and  exceptional  condition  of  a  perfectly 
developed  woman  who  had  an  ovary  and  uterus,  who  ovulated,  was 
sterile,  never  menstruated,  and  yet  was  ruined  in  health  by  nature's 
effort  to  establish  an  impossible  normal  function. 

Two  years  ago  I  had  the  pleasure  of  presenting  to  this  Associa- 
tion a  dermoid  tumor  of  the  ovary  belonging  to  the  group  of  tera- 
tomata,  which  is  of  rather  rare  occurrence,  and  in  the  larger  of 
the  specimens  is  another  of  the  same  class. 

DISCUSSION. 

Dr.  Charles  Greene  Cumston,  of  Boston. — Mr.  President :  There 
is  only  one  remark  that  I  would  like  to  make  in  connection  with  Dr. 
Chase's  paper,  and  that  is,  I  am  inclined  to  take  issue  with  the  pathol- 
ogist in  speaking  of  this  specimen  as  a  teratoma.  A  teratoma,  as  it 
is  usually  understood,  means  a  tumor  containing  a  certain  number  of 
tissues  which  are  found  normally  in  the  organism.  On  several  occa- 
sions I  have  heard  the  same  reports  made  of  tumors  termed  teratomata 
which  were  not  these  neoplasms.    This,  it  seems  to  me,  is  an  example 
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of  the  same  thing.  I  cannot  see  where  teratoma  comes  in.  Teratoma 
is  an  extremely  rare  growth.  Of  the  collections  of  specimens  of 
tumors  found  in  medical  schools  in  this  country  and  Europe,  ex- 
amples of  teratoma  are  wanting  in  a  large  number.  As  far  as  I  am 
aware,  clinically  teratomata  do  not  give  rise  to  any  symptoms.  The 
testicle  and  ovary  are  the  organs  where  they  usually  occur,  and  in 
most  instances  they  are  found  at  necropsy. 

Dr.  D.  Tod  Gilliam,  of  Columbus,  Ohio. — Dr.  Chase  in  his  paper 
spoke  of  the  perfect  development  of  this  woman,  with  very  limited  ova- 
rian function  and  the  absence  of  menstruation.  It  seems  to  me  there 
is  something  about  this  matter  that  we  do  not  understand  as  yet ; 
there  are  so  many  complicating  things.  For  instance,  I  remember 
now  a  woman  who  came  to  me  some  ten  or  twelve  years  ago  who  was 
magnificently  developed  physically.  She  was  a  perfect  beauty ;  she 
was  perfect  in  form,  but  she  had  no  vagina.  She  had  a  well-devel- 
oped vulva,  well-developed  mammary  glands,  and,  in  short,  all  parts 
of  the  body  were  well  developed  except  there  was  an  absence  of  the 
vagina.  A  most  careful  examination  made  by  the  rectum  and  other 
means  failed  to  reveal  that  she  had  any  uterus  or  appendages.  I 
would  not  say  that  she  had  none  of  these,  but  I  could  not  detect 
them.  Furthermore,  she  said  that  she  had  the  ordinary  amount  of 
sexual  passion.  She  was  anxious  to  be  married,  and  came  to  me  for 
the  purpose  of  having  an  artificial  vagina  made.  I  told  her  I  would 
do  the  best  I  could.  I  had  no  thought  of  constructing  an  artificial 
vagina  which  would  remain  patulous,  for  the  reason  that  there  was 
nothing  above  to  keep  it  open.  However,  I  made  an  artificial  vagina 
and  told  her  she  must  wear  a  glass  plug  when  it  was  not  otherwise  in 
use,  and  that  if  there  was  any  evidence  of  it  closing  up  to  come  back 
to  me.  Eighteen  mouths  later  I  received  a  letter  from  her  stating 
that  she  had  been  married  soon  after  leaving  the  hospital,  and  that 
her  husband  had  said  nothing  to  her  about  coming  to  Columbus,  thus 
indicating  that  the  artificial  vagina  was  still  patulous. 

A  few  months  ago  another  case  came  to  me  in  which  a  young  mar- 
ried woman  had  a  depression  where  the  vagina  should  be,  and  this  by 
pressure  extended  to  the  depth  of  an  inch ;  but  when  there  was  no 
pressure  exerted  it  seemed  to  be  a  plain  surface  just  inside  the  vulvar 
tissues.  I  undertook  to  make  a  vagina  for  her.  I  tunnelled  and 
tunnelled ;  finally  I  struck  the  peritoneal  cavity  and  found  a  little 
organ  that  had  no  resemblance  to  the  uterus,  but  resembled  and  was 
about  one-third  the  size  of  an  ordinary  kidney.  It  was  immovable 
and  could  not  be  brought  into  view.  As  I  had  one  finger  in  the 
rectum  during  this  operation  I  was  a  little  afraid  of  infection,  and 
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did  not  attempt  to  keep  it  open.  It  finally  closed  up  and  assumed  the 
original  condition. 

These  cases  seem  to  indicate  to  us  that  a  woman  may  have  fine 
physical  development  in  the  absence  of  ovaries  and  vagina.  I  would  be 
more  surprised  to  find  menstruation  where  there  were  no  ovaries  than 
to  find  no  menstruation  where  there  was  ovulation.  I  think  we  have 
a  good  deal  to  learn  ou  the  subject.  It  has  been  my  lot  to  operate  on 
quite  a  number  of  cases  during  the  period  of  menstruation  for  the 
removal  of  the  ovaries,  and  I  have  found  no  evidences  of  recent  ovula- 
tion in  the  majority  of  cases.  So  far  as  my  experience  goes,  ovulation 
and  menstruation  are  not  simultaneous,  and  I  do  not  believe  that  ordi- 
narily they  are  so ;  but,  of  course,  this  ground  has  been  thrashed  over 
and  over  again,  so  I  will  not  consume  any  time  of  the  Association  by 
further  reference  to  it. 

Dr.  A.  B.  Miller,  of  Syracuse,  N.  Y. — The  subject  of  emansio 
mensium  is  of  special  interest  to  us  whenever  we  meet  with  it  in  prac- 
tice. A  case  reported  by  Goodell  reminds  me  of  a  similar  one  in  a 
girl,  eighteen  years  of  age,  who  contemplated  marriage,  but  had  never 
menstruated.  She  had  been  under  the  care  of  various  physicians, 
two  of  them  treating  her  with  medicines.  I  suggested  that  she  have 
an  examination  made.  To  this  she  consented.  I  found  a  condition 
so  common  in  cases  where  there  is  an  absence  of  menstruation.  She 
was  a  spurious  hermaphrodite.  She  had  the  form  of  a  woman — broad 
hips,  masculine  voice.  Her  facial  expression  and  her  passions  were 
those  of  a  woman,  excited  in  the  presence  of  the  male  sex,  but  she 
never  experienced  anything  of  the  kind  when  she  was  with  her  girl 
friends.  Physical  examination  revealed  a  rudimentary  cul-de-sac,  and 
I  was  wondering  whether  in  a  case  of  this  character  Dr.  Gilliam  could 
have  made  an  artificial  vagina  for  the  purpose  of  copulation.  It  seems 
to  me  that  in  this  particular  case  it  could  not  be  done.  She  gave  up 
matrimony.  A  younger  sister  in  the  family,  who  had  about  reached 
the  period  when  she  should  menstruate,  had  certain  nervous  manifesta- 
tions which  indicated  that  she  was  about  to  menstruate.  I  was  called 
to  see  her  and  suggested  that  an  examination  be  made,  and  I  found 
the  same  physical  condition  present  in  her  case.  Here  was  another 
spurious  hermaphrodite.  These  are  not  easy  things  to  determine. 
The  first  one  had  sexual  desire  and  organs,  with  a  discharge,  which 
was  examined  microscopically,  and  I  failed  to  find  anything  of  impor- 
tance in  the  secretion. 

One  of  the  older  sisters  I  had  taken  care  of  before  I  became 
acquainted  with  the  subject  I  have  spoken  of.  Still  another  member 
of  the  family  surprised  me  very  much  by  her  appearance.    She  was 
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more  masculine  than  the  others  in  her  development.  She  had  been 
married  two  years  and  came  to  me  and  said  she  was  about  to  be  con- 
fined. A  baby  carriage  was  bought.  She  had  not  menstruated  for  a 
considerable  time.  In  examining  her  I  found  the  same  physical  pen- 
dulous conditions  of  the  abdomen  that  were  noticed  in  the  other  two 
sisters.  It  was  a  great  disappointment  to  her  to  return  to  her  home 
without  any  encouragement  that  she  would  soon  be  confined.  She 
had  morning  sickness  and  many  of  the  symptoms  attendant  upon  the 
condition  of  pregnancy.  Now,  in  all  of  these  cases  there  was  an  organ 
in  the  anterior  commissure  which  corresponded  to  a  rudimentary  penis. 
After  advising  with  her  for  a  short  time  her  disapjiointinent  was  so 
great  that  it  was  thought  she  would  be  glad  to  adopt  a  child,  and  in 
this  way  make  up  for  at  least  some  of  her  disappointment.  Those  of 
you  who  read  the  interesting  article  of  Dr.  Dunn  in  the  June  number 
of  the  Annals  of  Gynecology  will  remember  he  said  that  mothers  some- 
times told  their  little  daughters  that  naughty  girls  conceived  without 
being  married.  A  woman  in  the  neighborhood  was  to  be  confined 
under  these  conditions.  She  felt  she  could  not  care  for  her  off- 
spring and  would  be  glad  to  dispose  of  it.  She  was  brought  to  the 
city,  was  confined  in  time,  and  the  day  she  was  to  be  confined  this 
spurious  hermaphrodite  went  to  bed,  and  the  next  morning  she  had 
the  baby  in  bed  with  her. 

Dr.  Chase  (closing  the  discussion). — I  have  only  a  word  or  two  to 
say  in  closing.  When  I  presented  a  specimen  of  teratoma  three  years 
ago  some  one  disputed  the  fact  of  its  pathological  nature,  and  all  1 
have  to  say  in  regard  to  this  specimen  is  that  I  shall  be  glad  to  have 
Dr.  Cumston  make  sections  of  the  tumor  and  study  it  himself ;  but 
until  he  has  done  that  I  shall  accept  the  report  of  the  pathologist  of 
the  Seney  Hospital  of  Brooklyn. 
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Here  is  an  ectopic  fetus,  at  eight  months.  In  this  case  the 
placenta  and  sac  were  completely  removed,  hut  I  am  sorry  to  say 
that  the  patieut  died  about  two  days  afterward,  not  having  rallied 
from  the  shock.  The  pulse  remained  from  150  to  170  until  death. 
This  is  the  second  living  fetus  (ectopic)  which  I  have  removed. 
The  first  case  I  reported  at  the  Toronto  meeting  of  this  Associa- 
tion. In  that  case  the  patient  recovered.  The  placenta  was  com- 
pletely removed  and  all  but  a  very  small  portion  of  the  sac,  which 
was  firmly  adherent  to  the  intestines.  I  was  able  to  control  hemor- 
rhage by  clamping  the  uterine  and  ovarian  arteries.  In  this  last 
case  I  tried  the  same  procedure,  but  could  not  find  the  ovarian 
artery  promptly,  and  for  that  reason  the  bleeding  was  profuse,  and 
the  patient  was  almost  exsanguinated  after  the  operation.  But  she 
lived  forty-eight  hours.  The  fetus  is  much  shrunken  and  deformed, 
the  skull  is  depressed,  and  is  all  out  of  shape. 

The  next  specimen  illustrates  pregnancy  complicated  with  a 
fibroid  tumor.  The  fetus  was  five  or  six  months  old.  The  patient 
never  had  any  symptoms  of  fibroid  tumor  until  she  was  about  five 
months  pregnant,  when  the  abdomen  was  unusually  large,  and  she 
experienced  difficulty  in  breathing  and  suffered  intense  pain.  I 
tried  to  temporize  for  some  time,  hoping  I  might  be  able  to  keep 
the  woman  comfortable  until  the  fetus  had  arrived  at  a  viable  age, 
but  finally  was  compelled  to  operate.  I  removed  the  uterus  by  the 
same  method  which  I  employ  in  hysterectomy  for  fibroid  tumor, 
the  so-called  Baer  operation.  The  uterus  was  not  opened  until 
after  the  operation.    The  patient  made  an  excellent  recovery. 

The  specimen  consists  of  a  much  enlarged  uterine  cavity,  iu  which 
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the  placenta  is  still  in  situ,  a  number  of  fibroids,  some  subperito- 
neal, others  interstitial,  some  as  large  as  a  fetal  head. 

Here  is  another  specimen  of  ectopic  pregnaucy,  at  four  or  five 
months.  The  fetus  seemed  to  be  dead  at  the  time  of  operation  ; 
the  sac  with  placenta  was  completely  euucleated.  The  rectum  and 
sigmoid  flexure  passed  along  the  sac  and  were  firmly  attached. 
The  walls  were  as  thin  as  tissue-paper — so  extremely  attenuated 
that  they  were  completely  torn  across  during  enucleation,  and  it 
was  impossible  to  do  an  anastomsis  at  the  time.  The  torn  euds  of 
the  intestines  were,  therefore,  secured  in  the  abdominal  wound. 
The  patient  died  in  forty-eight  hours. 

Here  are  two  other  ectopic  fetuses,  one  very  small  and  one  prob- 
ably ten  or  twelve  weeks  old. 

The  next  specimen  I  show  you  is  one  in  which  I  removed  the 
uterus  and  vagina  completely  for  cancer  of  the  uterus.  The  vagina 
is  all  shrivelled  up,  from  having  been  in  alcohol  a  long  time,  and 
in  delivering  it  from  below,  according  to  my  method,  was  consid- 
erably torn,  so  much  so  that  it  is  difficult  to  recognize  the  speci- 
men. In  this  case  the  malignant  disease  is  situated  almost  exclu- 
sively in  U13  vagina,  the  cervix  being  very  little  involved.  The 
disease  was  annular  in  shape,  about  one  to  one  and  a  half  inches 
wide,  and  surrounding  the  vagina  almost  completely.  The  patient 
made  a  good  recovery  and  is  still  in  good  health,  about  six 
months  after  the  operation. 

Here  T  show  you  a  few  specimens,  all  illustrating  rather  advanced 
forms  of  cancer  of  the  cervix  in  which  a  vaginal  hysterectomy  would 
have  been  insufficient  to  radically  remove  the  diseased  tissues.  I, 
therefore,  removed  the  uterus  by  supravaginal  hysterectomy  in 
connection  with  the  upper  part  of  the  vagina,  as  the  specimens  will 
demonstrate.  The  operation  consists  in  separating  all  the  attach- 
ments of  the  uterus,  tying  the  uterine  artery  near  its  origin,  and 
then  separating  and  pushing  out  of  the  field  of  operation  the  ureters 
on  both  sides.  The  vagina  is  then  loosened  all  around  by  the 
fingers  without  opening  into  it.  Wheu  the  uterus  and  vagina  are 
completely  loosened  they  are  forcibly  pushed  out  of  the  vulva,  the 
pelvis  completely  closed  and  shut  off  against  the  abdominal  cavity 


166 


JOHN   B.  DBAVER. 


by  covering  it  over  with  peritoneal  flaps,  and  the  abdomen  then 
closed.  The  prolapsed  uterus  and  vagina  are  then  drawn  forth 
from  the  pelvis  after  the  patient  has  been  placed  in  the  lithotomy 
position  and  the  vagina  amputated  with  the  thermo-cautery  above 
the  vulva,  and  the  cavity  packed  with  gauze.  Out  of  five  cases 
thus  operated  upon,  three  recovered  and  are  still  well ;  two  died. 
One  of  these  had  valvular  heart  lesion  and  Bright's  disease,  and 
the  other  fatty  heart,  and  both  succumbed  to  the  shock  of  the 
operation  within  forty-eight  hours.  In  neither  case  was  it  advis- 
able to  operate  at  all;  I  yielded  to  the  urgent  request  of  the  attend- 
ing physician  against  my  better  judgment,  in  one  case  at  least. 


JOHN  B.  DEAVER,  M.D., 

PHILADELPHIA. 

With  your  permission  I  will  present  a  few  remarks  upon  the 
cases  which  the  photographs  illustrate.  One  of  the  most  interest- 
ing of  these  is  that  of  spontaneous  rupture  of  the  uterus,  the  fetus, 
which  is  dead,  occupying  the  abdominal  cavity  lying  in  contact  with 
the  fundus  of  the  uterus  at  the  site  of  the  tear.  The  placenta  can 
be  seen  at  the  bottom  of  the  rent  within  the  uterus.  There  was  at 
one  point  slight  attachment  of  omentum  to  the  fetus.  The  history 
of  the  case  is  as  follows  : 

Mrs.  U.,  white,  aged  thirty-three  years.  Admitted  to  the  Ger- 
mau  Hospital,  June  11,  1898. 

Diagnosis.    Abdominal  pregnancy  fourteen  months. 

Family  History.  There  has  been  no  history  of  tuberculosis  or 
cancer  in  the  family. 

Previous  History.  She  had  measles  during  childhood.  Always 
considered  herself  quite  healthy.  She  has  had  three  children,  the 
labors  being  quite  easy.  Normal  menstruation  established  at  the 
age  of  fourteen. 

Fourteen  months  ago  she  missed  her  menstrual  period,  and  in  six 
weeks  had  morning  sickness.  She  knew  she  was  pregnant.  At 
the  end  of  nine  months  she  had  severe  pain  (labor  pains),  followed 
by  bleeding,  and  for  five  months  after  her  menstrual  periods  were 
regular.  Life  of  the  child  had  ceased  at  the  ninth  month.  She 
lost  a  great  deal  of  blood  by  uterine  hemorrhage. 
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On  examination  of  abdomen,  the  uterus  was  found  to  be  enlarged, 
about  the  size  of  a  uterus  at  term.    Tenderness  over  the  abdomen. 

Physical  Examination.    Heart  and  lungs  negative. 

Operation.  Under  ether  a  median  abdominal  incision  made. 
The  uterus  found  ruptured  and  part  of  the  dead  fetus  protruding. 
Uterus  amputated  supravaginally  ;  stump  stitched  with  silk  ;  glass 
drainage;  wormgut  sutures;  aseptic  dressing.  Tube  removed  on 
the  third  day,  secondary  suture  closed.  Stitches  removed  on  the 
seventh  day;  recovery. 

The  photograph  of  large  tumor  of  buttock  was  one  of  dermoid, 
taking  its  origin  from  remnant  of  post-anal  gut.  This  occurred 
in  the  person  of  a  young  man.  In  the  sitting  position  the  patient 
could  do  nothing  other  than  sit  upon  it.  To  conceal  the  deformity 
as  much  as  it  was  possible,  a  long-tail  coat  was  worn.  The  opera- 
tion was  extensive,  required  two  sittings.  The  shock  following 
operation  No.  1,  chiefly  from  loss  of  blood,  was  so  pronounced  that 
it  was  necessary  to  do  intravenous  saline  infusion.  Operation  No. 
2  was  not  attended  by  much  shock.    Ultimate  recovery. 

Photograph  No.  2,  showing  cicatrix.  The  writer  has  met  with 
similar  cases,  but  not  nearly  so  extensive  as  the  above  one. 

The  photograph  of  the  tumor  in  site  of  the  vulvar  orifice  was 
one  of  carcinoma  of  the  urethra.  This  case  was  interesting  in  that 
its  position  and  the  fact  of  its  filling  the  entrance  of  the  vagina 
made  it  look  not  unlike  an  inverted  uterus.  Its  removal  was  fol- 
lowed by  prompt  recovery. 

The  case  of  ventral  hernia,  the  photograph  of  which  is  here 
shown,  applied  for  operation,  with  the  surface  covering  the  hernia 
very  much  thinned  out  and  ulcerated.  Operation  was  refused. 
The  patient  was  confined  to  bed  and  made  as  comfortable  as  possi- 
ble. She  died  ultimately.  The  rupture  followed  an  abdominal 
section,  for  what  cause  I  do  not  know.  It  certainly  argues  in 
favor  of  operation  at  the  earliest  possible  moment  in  these  cases, 
or  at  the  only  time  when  an  ideal  operation  can  be  done  with  any 
degree  of  certainty  against  recurrence.  It  may  be  of  interest  to 
state  that  the  writer  has  recently  seen  a  case  of  double  ventral 
hernia  occurring  in  the  person  of  a  very  fat  woman.  The  tumor 
presented  on  either  side  of  a  cicatrix  occupying  the  middle  line. 
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The  one  to  the  right  of  the  linea  alba  was  the  seat  of  strangulated 
bowel,  for  which  operation  was  done.  In  this  case  there  was  an 
attempt  made  at  radical  cure  upon  the  strangulated  hernia,  but  noth- 
ing was  done  to  the  one  on  the  left  side.  Recovery  prompt.  We 
will  agree,  no  doubt,  that  the  operation  which  proves  best  in  cases  of 
ventral  hernia  is  that  which  apposes  the  recti  muscles  and  envelop- 
ing fasciae,  using  the  buried  silver-wire  suture  to  maintain  the  appo- 
sition. I  believe  it  is  equally  important,  especially  in  fat  people, 
that  a  properly  fitting  abdominal  supporter  be  constantly  worn. 

The  photograph  of  the  large  breast  growth,  one  of  sarcoma,  is 
interesting  only  in  that  it  shows  what  proportions  these  growths 
may  assume. 

The  photograph  of  the  amputated  breast  shows  the  gland,  the 
skin  cut  wide  of  same,  great  pectoral  muscle,  contents  of  axilla, 
and  the  glands  and  connective  tissue  dissected  from  the  axillary  and 
subclavian  vessels.  That  much  can  be  promised  by  early  and 
thorough  interference  in  carcinoma  of  the  breast,  there  is  now  suffi- 
cient evidence  to  convince  any  right-thinking  surgeon.  The  writer 
confines  extensive  operation  to  early  and  not  late  cases. 

The  writer  also  believes  that  a  careful  dissection  of  the  subclavian 
(supraclavicular)  triangle  should  be  made  at  the  time  of  the  breast 
operation. 


RUFUS  B.  HALL,  M.D., 

CINCINNATI. 

Exhibited  specimens  removed  from  two  patients,  illustrating  by 
these  specimens  his  new  method  for  bloodless  operation  for  the 
removal  of  intraligamentous  cyst,  which  he  first  gave  to  the  pro- 
fession in  a  paper  read  before  the  Southern  Surgical  and  Gyneco- 
logical Association  at  its  meeting  in  St.  Louis,  November,  1897. 
All  the  cases  operated  by  this  method,  by  himself  and  by  others, 
have  recovered,  so  far  as  he  is  able  to  determine.  He  said  :  Dr. 
George  Ben  Johnson,  of  Richmond,  Va.,  and  Dr.  George  H.  Noble, 
of  Atlanta,  Ga.,  Fellows  of  this  Association,  have  both  operated 
by  this  method,  and  speak  in  the  highest  terms  of  it.  The  re- 
sults have  been  so  satisfactory,  I  feel  the  operation  promises  a  cor- 
rect solution  of  the  difficulty  attending  the  former  operation  for 
their  removal. 

The  operation  is  made  in  the  followiug  manner: 


Fig.  1. 


Specimen  from  Case  II. 
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First  tap  the  cyst  and  empty  it.  Then  ligate  the  ovarian  artery 
on  the  tumor  side  at  the  pelvic  border.  Ligate  the  ovarian  artery 
on  the  opposite  side,  outside  the  ovary  if  that  organ  is  to  be  removed, 
inside  if  it  is  to  be  left.  Divide  the  peritoneum  down  to  and  across 
above  the  top  of  the  bladder  on  the  same  side,  and  push  the  bladder 
down.  Ligate  the  uterine  artery  on  the  healthy  side.  Cut  across 
the  cervix,  and  clamp  or  ligate  the  uterine  artery  on  the  tumor  side. 
The  blood-supply  is  then  cut  off  and  the  patient  has  not  lost  a 
drachm  of  blood.  The  capsule  of  the  tumor,  the  peritoneum,  can 
now  be  divided  at  a  suitable  point  behind  and  in  front,  and  the 
tumor  can  be  enucleated  from  below  upward  with  much  greater 
ease  than  from  above  downward,  and  with  corresponding  safety  to 
the  ureter,  the  rectum,  and  the  iliac  vessels.  Close  the  peritoneum 
over  the  pelvic  floor  with  running  sutures  of  catgut.  You  can  see 
every  part  of  the  field  of  operation. 

Case  I. — Mrs.  B.,  aged  thirty-nine  years,  operated  December 
20,  1897.  The  tumor  consisted  of  an  intraligamentous  cyst  on 
the  left  side,  somewhat  larger  than  an  adult  head,  and  a  suppu- 
rating ovary,  size  of  a  pint  cup,  on  the  right  side.  For  the  pur- 
pose of  better  drainage  I  made  total  extirpation  of  the  uterus. 
From  the  photograph,  Fig.  1,  of  the  anterior  aspect  of  the  speci- 
men, which  consists  of  the  intraligamentous  cyst  partially  distended 
with  fluid,  the  entire  uterus  and  the  collapsed  sac  of  the  suppurat- 
ing ovary,  you  will  note  the  line  of  division  of  the  capsule  in  front. 
It  is  the  dark  line  about  on  a  line  with  the  ends  of  the  lower  for- 
ceps. A  small  stick  is  placed  in  the  cervical  canal  to  mark  it. 
The  shape  of  the  tumor  about  corresponds  with  the  pelvic  cavity. 
It  completely  filled  the  cavity,  and  lifted  the  uterus  out  of  the 
cavity  to  the  patient's  right. 

Case  II. — Miss  W.,  aged  twenty-four  years,  operated  June  18, 
1898.  Fig.  2  represents  the  anterior  aspect  of  the  tumor,  which 
when  removed  was  much  larger  than  an  adult  head.  It  is  par- 
tially distended  with  water,  and  the  puucture  closed  by  forceps. 
The  dark  line  across  the  front  of  the  tumor  corresponds  with  the 
division  of  the  capsule.  The  lower  portion  of  the  tumor  was  dis- 
sected out  of  the  broad  ligament.  The  body  of  the  uterus  is  to  the 
left  of  the  tumor,  and  to  the  left  of  that  is  a  small  ovarian  tumor 
of  the  other  ovary.  You  will  observe  from  the  photograph  that 
more  than  three-fourths  of  the  tumor  was  dissected  out  of  the 
broad  ligament  in  its  removal. 
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DISCUSSION  ON  PATHOLOGICAL  SPECIMENS. 

Dr.  Edwin  Ricketts,  of  Cincinnati,  Ohio.  — Mr.  President :  I  wish 
to  say  a  few  words  in  regard  to  the  removal  of  the  placenta  as  was 
done  by  Dr.  Werder  in  two  of  his  cases.  Some  five  years  ago,  in  a 
case  of  extra-uterine  pregnancy,  I  did  a  total  extirpation  of  everything 
in  sight.  The  child  was  dead,  and  in  the  report  of  that  case  to  the 
Cincinnati  Obstetrical  Society  I  was  severely  criticised  for  advocat- 
ing such  a  procedure  ;  and,  for  one,  I  am  truly  glad  that  we  have 
a  man — a  Fellow  of  this  Association — who  has  the  courage  under 
such  circumstances  to  remove  the  placenta  even  at  full  term.  To  do 
otherwise,  I  want  to  say,  is  incomplete  surgery,  and  the  time  is  coming 
when  every  operator  in  cases  like  that  reported  by  Dr.  Werder  will 
not  consider  his  operation  complete  until  he  has  removed  the  placenta. 
In  cases  in  which  you  may  have  hemorrhage  to  such  an  extent  that 
may  require  vaginal  hysterectomy,  even  it  will  give  your  patient  a 
better  chance  than  to  resort  to  the  old  method  suggested  by  Mr.  Tait, 
of  allowing  the  placenta  to  suppurate  and  get  rid  of  it  as  best  you  can. 
This  is  a  new  field,  and  the  Association  will  pardon  me  for  apparently 
being  a  little  enthusiastic  on  this  point,  for  it  is  a  subject  I  have  con- 
tended for  during  the  last  ten  years,  and  I  am  gratified  to  hear  Dr. 
Werder  advocate  such  a  procedure. 

Dr.  L.  S.  McMurtry,  of  Louisville,  Ky. — In  briefly  discussing 
such  an  array  of  cases  and  specimens  as  has  been  presented  it  is 
impossible  to  do  all  justice.  I  shall  restrict  my  remarks  largely  to 
one  or  two  points,  and  first  with  reference  to  the  point  that  has  been 
discussed  by  Dr.  Ricketts.  I  have  had  an  experience  in  dealing  with 
the  placenta  in  a  case  of  ectopic  gestation  where  the  woman  had  gone 
on  to  full  term  and  the  child  had  perished.  No  words  can  properly 
describe  the  hemorrhage  that  is  encountered  in  a  case  of  that  kind.  I 
do  not  know  of  anything  that  can  ever  occur  at  the  operating  table 
that  will  exhibit  such  a  profuse  hemorrhage  as  a  placenta  thus 
detached.  Attached  over  the  uterus  and  intestines,  when  you  begin 
to  liberate  it  the  hemorrhage  is  something  fearful,  and  before  you 
have  time  to  do  anything  the  patient  practically  succumbs.  That  is 
one  mooted  point  in  the  surgery  of  ectopic  pregnancy  that  has  yet  to 
be  settled.  I  cannot  agree  with  Dr.  Ricketts,  that  the  best  thing  to 
do  iu  all  cases  is  to  proceed  to  remove  the  placenta,  and  yet  I  do  not 
know  what  is  the  best  thing  to  be  done  in  lieu  of  that  procedure.  It 
is  a  point  we  have  yet  to  decide  upon. 

I  recall  a  case  where  I  lost  a  patient.    She  lived  for  fourteen  hours, 
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but  her  chances  for  recovery  were  gone  the  minute  I  had  detached  the 
placenta.  I  recall  the  case  of  another  practitioner,  where  he  left  the 
placenta,  and  the  patient  died  of  hemorrhage  two  weeks  afterward.  It 
can  only  be  decided  upon  by  increased  experience  affording  us  the 
knowledge  as  to  when  we  can  deal  with  the  placenta  by  its  immediate 
removal  and  in  what  cases  we  can  deal  with  it  by  the  method  Mr. 
Tait  has  suggested. 

In  my  case,  reported  in  full  in  the  Transactions  of  this  Associa- 
tion, the  child  had  been  dead  for  some  days,  and  the  vessels  of  the 
placenta  had  undergone  such  changes  that  I  thought  I  could  afford  to 
detach  the  placenta  and  remove  it  at  once. 

I  was  particularly  interested  in  Dr.  Werder's  operation  for  carci- 
noma. Operations  for  cancer  in  any  part  of  the  body  are  exceedingly 
unsatisfactory.  The  cures  reported  appear  most  favorable,  but  if  we 
give  a  little  more  time  it  will  be  found  that  recurrence  is  the  rule  and 
permanent  cure  exceptional.  If  we  allow  eighteen  months  for  follow- 
ing cases  of  cancer  after  operation  we  will  have  to  revise  the  conclu- 
sions that  are  formulated  from  an  experience  of  a  few  weeks.  The 
work  done  by  Dr.  Werder  is  thorough,  and  we  are  justified  in  oper- 
ating for  cancer  when  we  cannot  expect  a  great  deal,  because  it  is  a 
disease  so  horrible  and  so  fatal.  There  should  be  a  limit  to  operations 
for  cancer.  Many  hysterectomies  have  been  performed  for  cancer 
when  the  cases  were  absolutely  hopeless  at  the  time  the  operations 
were  done,  and  no  good  came  from  them.  New  channels  were  opened 
up  for  septic  infection  to  take  place,  and  the  disease  proceeded  with 
great  rapidity.  In  cases  of  uterine  cancer,  where  there  is  no  hope  of 
complete  extirpation,  we  should  not  resort  to  radical  operative  meas- 
ures. In  those  cases  where  an  operation  for  cancer  is  done  and  the 
bowel  and  bladder  wounded  or  opened,  it  deters  other  patients  from 
being  operated  upon  where  good  might  result. 

Dr.  Walter  B.  Dorsett,  of  St.  Louis,  Mo. — I  would  like  to  ask 
Dr.  McMurtry  a  question  as  to  the  danger  of  sepsis  in  leaving  the 
placenta  attached. 

Dr.  McMurtry. — The  danger  is  from  hemorrhage  and  sepsis. 

Dr.  Dorsett. — Is  there  not  some  chance  of  sepsis  developing  from 
leaving  the  placenta  in  situ  ? 

Dr.  McMurtry. — The  danger  is  not  so  great  from  sepsis  as  it  is 
from  hemorrhage  when  the  placenta  begins  to  be  loosened. 

Dr.  L.  H.  Dunning,  of  Indianapolis,  Ind. — I  do  not  wish  to  speak 
at  great  length  on  this  subject,  but  I  think  no  one  having  had  expe- 
rience with  ectopic  gestation  near  full  term  could  have  examined  the 
specimens  that  were  presented  today  without  feeling  interested.  It 
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has  been  my  misfortune  to  meet  with  a  few  such  cases,  and,  I  must 
say,  after  very  careful  study  and  consideration  of  the  subject  of 
removal  of  the  placenta,  we  must  hesitate  in  doing  this,  because,  as 
has  been  pointed  out  by  Dr.  AVerder  in  presenting  his  specimens,  and 
stated  by  Dr.  McMurtry  in  his  remarks,  the  hemorrhage  is  alarming. 
I  shall  never  forget  the  hemorrhage  I  met  with  at  one  time  by 
manipulating  the  placenta  slightly  ;  and  I  shall  never  forget  the 
feeling  of  relief  I  experienced  when  I  packed  thoroughly  and  left  it 
and  saw  the  hemorrhage  cease.  I  shall  never  forget  the  terrible 
feeling  I  experienced  ten  days  later  in  attempting  to  save  the 
woman's  life  from  sepsis  by  removing  that  placenta.  She  bled  to 
death.  She  bled  for  half  an  hour  after  we  removed  her  from  the 
operating-table  when  we  removed  the  placenta  ten  days  after  the 
primary  operation.  We  felt  that  we  should  attempt  its  removal 
because  the  woman  was  gradually  dying  of  sepsis ;  so  that,  unless  I 
should  encounter  that  one  form  of  ectopic  gestation  which  I  believe 
sometimes  exists,  namely,  the  intraligamentous  retroperitoneal  form^ 
with  the  placenta  attached  above,  I  should  leave  it  entirely  alone,  as 
regards  the  matter  of  its  removal,  during  the  period  of  viability  of 
the  fetus.  This  leads  me  to  speak  of  this  form  of  ectopic  gestation, 
viz.,  the  intraligamentous  retroperitoneal.  There  are  about  five  cases 
of  that  form  of  ectopic  gestation  on  record.  I  encountered  one  such 
case ;  I  operated  three  months  after  the  death  of  the  child,  enucleated 
the  sac  containing  the  placenta  without  disturbing  the  placenta,  and 
without  any  hemorrhage.  The  two  large  arteries  I  encountered  were 
tied,  and  the  operation  was  a  bloodless  one.  I  believe  we  have  in  this 
form  a  distinct  class  of  ectopic  gestation.  In  my  case  I  had  abundant 
opportunity  to  study  the  anatomical  relations  of  the  parts,  and  I  found 
the  placenta  had  not  been  disturbed  from  its  attachment  to  the  Fallo- 
pian tube.  The  attachment  of  the  placenta  was  firm  and  distinct,  the 
Fallopian  tube  spread  over  and  included  about  two-thirds  of  the 
attachment  of  the  placenta.  The  head  of  the  fetus  pressed  upon  the 
placenta.  This  was  a  distinct  intraligamentous  retroperitoneal  ectopic 
gestation.  The  sac  was  enucleated  exactly  as  we  would  enucleate  an 
intraligamentous  cyst.  A  simple  incision  was  made  around  the  top  of 
the  cyst  through  the  broad  ligaments,  and  the  products  of  conception 
enucleated  as  we  would  enucleate  an  intraligamentous  cyst.  This  was 
done  three  months  after  the  spurious  labor,  three  months  after  tlie 
death  of  the  child. 

I  am  prompted  to  say  a  word  or  two  now  upon  the  method  of  treat, 
ing  cases  of  ectopic  gestation  presenting  at  or  near  the  full  term. 
There  are  not  more  than  two  or  three  cases  on  record  in  which  a 
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living  child  has  resulted  from  any  operative  interference  in  ectopic 
gestation  in  the  eighth  or  ninth  month.  It  is  true  in  perhaps  a  dozen 
recorded  instances  the  children  have  been  delivered  alive ;  but  they 
have  all,  with  but  one  or  two  exceptions,  died  within  a  few  hours  or  a 
few  months  after  delivery.  On  the  contrary,  we  have  a  large  number 
of  deaths  recorded  to  the  mother  and  child.  Now,  if  we  study  the 
tables  given  by  Bland  Sutton,  in  his  late  edition  on  the  Surgical  Dis- 
eases of  the  Fallopian  Tabes,  we  will  find  that  but  one  in  three  of  the 
mothers  have  survived  the  operation  where  the  operation  has  been 
done  at  or  near  full  term,  when  the  child  was  viable  at  the  time  of 
the  operation  ;  whereas,  in  those  cases  where  the  child  has  been  allowed 
to  die,  and  the  operation  has  been  done  from  six  weeks  to  three  months 
after  the  death  of  the  child,  the  majority  of  the  mothers  have  lived. 
On  the  one  side,  if  you  operate  you  save  two  children  out  of  a  hundred 
and  lose  sixty-six  mothers.  If  you  take  a  hundred  cases  and  let  the 
children  die,  you  save  seventy-four  women.  The  plain  teaching  of  this 
would  lead  us  to  wait  for  the  death  of  the  child,  and  then  operate.  If 
we  wait,  six  weeks  or  three  months  after  the  death  of  the  child,  we  can 
remove  the  placenta.  I  am  well  aware  there  is  an  ethical  question 
involved  here,  and  that  this  feature  of  the  subject  must  influence  us 
somewhat  in  choosing  methods.  To  my  mind,  the  life  of  the  mother 
is  the  first  consideration,  and  if  it  be,  then  to  await  the  death  of 
the  child,  and  the  loss  of  the  vitality  of  the  placenta  is  surely  indi- 
cated. 

There  can  be  no  question  but  that  in  very  exceptional  cases  the 
placenta  can  be  safely  removed  in  such  cases,  for  instance,  as  I 
described  a  few  moments  ago,  in  which  the  form  of  gestation  is  the 
intraligamentous  retroperitoneal  variety,  with  the  placenta  lying 
above  the  fetus.  There  are  at  least  five  cases  of  this  sort  on  record. 
In  each  of  them  the  sac  could  have  been  enucleated  during  the  life 
of  the  child  without  disturbing  the  placental  attachments.  It  is, 
however,  to  be  acknowledged  and  deplored  that  this  form  of  ectopic 
pregnancy  cannot  be  differentiated  without  opening  the  abdomen,  so 
that  the  fact  of  its  existence  cannot  greatly  influence  the  physician 
for  or  against  active  procedure  during  the  life  of  the  child.  If,  how- 
ever, after  opening  the  abdomen  such  a  position  of  the  fetus  and 
placenta  be  found,  the  surgeon  may  confidently  proceed  to  enucleate 
the  sac,  including  the  placenta.  As  we  study  the  subject  more  and 
more,  our  conclusions  will  be  that  the  placenta  should  be  left  alone 
at  full  term.  We  have  here  today  a  case  in  which  the  placenta  was 
removed  at  five  months  and  another  one  at  eight  months ;  both  of 
the  patients  died  as  a  result  of  the  operation.    Any  operation  per- 


174 


DISCUSSION. 


formed  during  the  life  of  the  child  is  fraught  with  great  dauger  to 
the  mother,  and  much  greater  danger  if  the  placenta  is  at  once  extir- 
pated. I  therefore  believe  Dr.  Kicketts  is  wrong  in  advocating  its 
immediate  removal  in  every  case. 

Dr.  Joseph  Price,  of  Philadelphia,  Pa.— We  can  very  wisely  set 
aside  our  present  programme  and  devote  ourselves  to  a  discussion  of 
the  valuable  material  that  has  been  exhibited.  The  photographs  of 
Dr.  Deaver's  specimen  show  us  exceedingly  interesting  conditions,  and 
there  are  a  few  points  that  I  wish  to  allude  to  in  referring  to  them. 
He  has  a  lot  of  old  pus-tubes  and  ovarian  abscesses  that  are  extremely 
instructive ;  it  is  these  cases  that  I  wish  to  refer  to.  There  are  a  good 
many  cases  lurking  all  over  the  country  that  need  treatment — cases 
where  there  were  imperfect  closures,  and  some  of  them  in  which  the 
open  treatment  was  resorted  to  to  save  lives.  I  have  a  few  patients 
who  have  weak  abdomens.  I  recall  four  that  came  under  my  observa- 
tion last  summer,  and  one  or  two  since,  where  I  could  see  the  large  or 
small  bowel  for  a  week  after  operation.  If  anyone  wanted  to  see  the 
colon  on  the  right  or  left  side,  I  could  show  it  to  them.  These  patients 
were  supposed  to  be  dying  from  peritonitis.  I  opened  the  abdomen 
in  these  cases,  made  a  thorough  toilet,  freed  the  viscera,  established 
complete  drainage,  and  slowly  they  got  well.  This  is  an  old  treat- 
ment in  this  country.  Hadra  worked  at  it  in  Texas  while  I  worked 
at  it  in  Philadelphia,  with  no  knowledge  of  what  each  other  was  doing, 
and  it  was  a  treatment  practised  in  this  country  long  before  we  heard 
of  such  men  as  Mikulicz. 

I  can  remember  perfectly  well  when  presenting  cases  of  extra-uterine 
pregnancy  that  the  electrical  treatment  was  advised — when  men  were 
not  willing  to  accept  the  statement  that  there  was  such  a  thing  as 
salpingitis.  I  can  remember,  too,  when  they  were  unwilling  to  believe 
there  was  such  a  thing  as  tubal  pregnancy.  Then  came  the  time  when 
some  electricians  in  New  York  admitted  that  it  was  a  very  common 
condition  and  that  it  could  be  cured  by  electricity.  One  of  them 
quite  recently,  in  presenting  sixty  cases,  offered  an  apology  for  having 
been  so  enthusiastic  regarding  this  treatment.  He  admitted  that  he 
was  wrong.  It  is  well  known  that  surgeons  can  do  very  little  with 
electricity  in  treating  this  class  of  cases. 

The  matter  of  intraligamentous  cysts  has  been  brought  up  again  in 
this  discussion,  and  I  still  think  Dr.  Hall  is  incorrect  in  speaking 
of  this  specimen  as  an  intraligamentous  tumor.  Exceptionally  few 
tumors  are  intraligamentous.  Goodell  lost  many  patients,  but  be- 
lieved that  these  cases  were  always  intraligamentous.  Intraligamen- 
tous tumors  are  not  common  or  to  be  found  on  both  sides. 
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I  have  held  the  idea  for  years  that  we  rarely,  if  ever,  have  a  single 
intraligamentous  cyst  except  it  be  malignant. 

A  word  or  two  with  reference  to  extra-uterine  pregnancy  and  the 
removal  of  the  placenta.  Of  167  extra-uterine  pregnancies  I  have  yet 
to  find  my  first  case  in  the  leaflets  of  the  peritoneum.  This  is  a  very 
interesting  subject,  but  we  have  not  time  to  discuss  it  at  great  length. 

As  to  the  question  of  hemorrhage  following  the  removal  of  the 
placenta,  what  Dr.  Dunning  and  Dr.  McMurtry  have  said  is  entirely 
true,  and  in  this  connection  I  wish  to  report  briefly  an  interesting 
case  which  occurred  in  the  practice  of  my  brother.  Section  was  done 
at  midnight  in  a  case  of  spurious  labor.  The  placenta  was  attached 
to  the  iliac  fossa,  the  fetus  lying  in  the  viscera,  and  looked  as  though 
it  was  entangled  in  the  ileum  and  covered  by  a  sac.  In  attempting 
to  remove  carefully  the  large  placenta  with  its  sinuses  on  the  left  side 
of  the  uterus,  covering  the  iliac  fossa  and  the  large  and  small  bowel, 
a  frightful  hemorrhage  was  encountered,  which  was  controlled  in  a 
few  seconds  by  the  application  of  large  and  small  forceps.  He  waited 
awhile  and  attempted  enucleation  at  another  point,  thinking  he  could 
approach  the  trunks  of  the  vessels  and  work  from  without.  Again 
there  was  a  tremendous  hemorrhage.  It  was  then  agreed  to  resort  to 
drainage  and  delay  the  removal  of  the  placenta.  Two  weeks  later 
the  woman  became  slightly  septic ;  he  attempted  the  removal  of  the 
placenta  again,  his  efforts  being  followed  by  a  profuse  hemorrhage.  I 
saw  the  patient  and  attempted  enucleation  of  the  placenta  very  care- 
fully, but  had  to  abandon  it  on  account  of  the  hemorrhage,  and  it  was 
seven  weeks  before  we  pulled  the  huge  placenta  away,  but  the  woman 
still  lives. 

In  many  cases  with  dead  fetus  the  placenta  ceases  to  grow,  but  as 
long  as  we  have  a  living  placenta  to  deal  with  we  will  have  profuse 
hemorrhage  in  attempting  its  enucleation.  If  attached  to  the  uterus 
and  adnexa  its  removal  by  hysterectomy  is  the  safest  procedure,  but 
while  it  is  attached  to  the  hemorrhoidal  plexuses  of  the  vessels  and 
the  sigmoid  it  is  a  dangerous  procedure. 

I  am  sorry  that  time  does  not  permit  us  to  go  more  exhaustively 
into  this  subject,  for  it  is  one  concerning  which  many  points  need  to 
be  settled. 

Dr.  Rufus  B.  Hall,  of  Cincinnati,  Ohio. — 1  am  thoroughly  con- 
vinced that  Dr.  Price  is  wrong  in  his  pathology  as  to  this  specimen 
not  being  an  intraligamentous  cyst.  This  tumor  filled  the  pelvis  of 
the  woman  like  a  child's  head  presenting  in  the  second  stage  of  labor. 
I  could  introduce  my  finger  into  the  vagina  with  difficulty. 

In  answer  to  Dr.  Price,  I  will  ask  that  he  and  the  Fellows  carefully 
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examine  this  specimen.  If  you  will  do  so  you  will  observe  that  all 
parts  of  the  tumor  above  the  red  line  (caused  by  the  stain  of  the  pho- 
tographer) are  covered  by  the  normal  peritoneum.  All  parts  of  the 
tumor  below  that  line  are  devoid  of  peritoneum.  The  red  line  marks 
the  point  of  the  tumor  where  I  divided  the  peritoneum  before  enuclea- 
tion. You  will  observe  that  more  than  one-half  of  this  large  tumor 
was  post-peritoneal.  In  removing  this  tumor  I  pushed  aside  the 
ureter  for  fully  three  inches  of  its  length,  and  when  the  tumor  was 
removed  the  whole  pelvic  floor  was  devoid  of  peritoneum  until  I 
stitched  the  two  flaps  over  the  raw  surface.  If  this  had  been  an 
inflammatory  cyst  such  a  condition  as  I  have  described  could  not 
have  existed.  I  have  removed  many  inflammatory  cysts  and  suppu- 
rating ovaries.  You  all  know  the  difficulties  attending  these  opera- 
tions and  the  ease  with  which  we  can  recognize  them.  Each  of  you 
at  first  glance  will  recognize  the  difference  between  this  cyst  and  one 
of  those.    This  is  a  perfect  specimen  of  its  kind. 

Dr.  John  B.  Deaver,  of  Philadelphia,  Pa. — I  believe  it  is  bad 
judgment  to  defer  radical  operation  to  late  cases  of  carcinoma  of  the 
breast.  Radical  operation  should  only  be  done  at  the  earliest  possible 
moment.  When  a  case  comes  to  us  such  as  this  case  of  carcinoma  of 
the  breast,  I  agree  with  Dr.  McMurtry  that  it  gives  surgery  a  black 
eye  to  defer  operatiou  or  to  do  a  radical  operation  and  have  the 
patient  die  six  months  hence.  I  would,  therefore,  raise  my  voice 
against  late  operations  in  cases  of  advanced  carcinoma.  I  am  con- 
vinced, unless  we  are  very  guarded,  that  the  extirpation  and  exhibi- 
tion of  specimens  such  as  Dr.  Werder  has  presented  will  do  harm  in 
that  the  younger  members  of  the  profession  will  be  disposed  to  resort 
to  these  operations.  Dr.  McMurtry  brought  up  an  important  point 
with  reference  to  recurrence  after  operation  for  late  carcinoma.  My 
experience  is  that  recurrent  carcinoma  is  much  more  painful  than  if 
the  disease  had  been  left  undisturbed. 

Dr.  James  F.  W.  Ross,  of  Toronto,  Canada.  —  I  wish  to  detain  the 
Association  for  a  moment  or  two  with  a  few  remarks  on  the  subject 
of  ectopic  gestation,  which  I  regard  as  a  very  important  one.  I  have 
had  a  case  similar  to  the  one  reported  by  Dr.  Price,  in  which  after  a 
spurious  labor  there  was  rupture  of  the  sac,  collapse  of  the  patient, 
followed  by  operation,  at  which  the  placenta  was  left  behind.  I  intro- 
duced a  large  Ferguson  speculum  as  a  drainage-tube  into  the  sac,  saw 
the  patient  regularly  twice  a  day,  washed  out  the  fetal  sac  with  large 
quantities  of  water,  and  she  made  an  excellent  recovery,  the  placenta 
coming  away  piece  by  piece. 

I  believe,  in  cases  of  ectopic  gestation,  our  first  duty  is  to  educate 
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the  general  practitioner  to  diagnosticate  the  cases  early.  If  they  can 
be  diagnosticated  before  rupture,  then  the  operation  becomes  a  com- 
paratively simple  matter.  If  operation  is  done  early  we  can  save 
patients  without  difficulty,  but  there  is  an  intermediate  period  during 
which  cases  should  be  left  alone.  I  have  seen  Mr.  Tait  lose  a  patient 
from  operating  at  this  time.  I  am  a  firm  believer  in  letting  these 
cases  alone — in  waiting  until  after  the  spurious  labor. 

Regarding  the  case  of  Dr.  Hall,  I  agree  with  Dr.  Price  that  it  is 
not  an  intraligamentous  cyst.  In  my  experience  the  inflammatory 
form  of  cysts  are  not  intraligamentary  as  a  rule.  The  ones  that  are 
the  hardest  to  get  out  are  tucked  down  underneath  the  broad  ligament. 
Those  cases  from  which  there  is  so  much  danger  on  account  of  hemor- 
rhage are  not,  in  my  experience,  intraligamentous  cysts.  I  think  we 
get  our  worst  hemorrhages  from  cysts  that  are  tucked  in  underneath 
the  broad  ligament.  I  must  criticise  the  point  of  taking  out  the 
uterus  in  these  cases,  as  I  am  firmly  convinced  that  it  is  an  unnecessary 
procedure.  It  seems  strange  that  the  doctor  should  have  had  two 
cases,  and  was  forced  to  take  out  the  uterus  in  each  of  them. 

Dr.  M.  Rosenwasser,  of  Cleveland,  Ohio. — I  wish  to  call  the  atten- 
tion of  the  Association  to  a  case,  reported  last  year  to  the  Ohio  State 
Medical  Society,  in  which  I  operated  for  extra-uterine  pregnancy  that 
had  gone  two  weeks  beyond  term.  The  child  was,  of  course,  dead. 
In  this  case  I  experienced  the  same  condition  that  Dr.  McMurtry  so 
vividly  describes,  namely,  an  intense  and  very  severe  hemorrhage  on 
a  moment's  notice.  1  rapidly  packed  immediately  on  removing  the 
placenta  and  put  a  clamp  on  the  left  side  where  the  sac  had  been,  or, 
rather,  I  applied  the  clamp  between  the  sac  and  pelvic  wall  and 
secured  the  ovarian  artery,  when  the  hemorrhage  ceased.  The  bleed- 
ing had  been  so  sudden  and  profuse  that  I  did  not  dare  remove  the 
packing,  which  was  ordinary  gauze ;  I  left  it  there.  I  had  attempted 
to  enucleate  the  sac,  but  found  the  adhesions  to  the  intestines  so  firm 
and  so  universal  that  I  left  the  sac  and  stitched  it  as  best  I  could  to 
the  incision  in  the  abdominal  wall.  My  patient  made  a  good  recovery 
after  she  rallied  from  the  sepsis  which  had  endangered  her  life  for 
the  first  few  days. 

Dr.  Joseph  Price. — I  wish  to  make  the  point  in  regard  to  Dr. 
Humiston's  case  that  nearly  all  patients  in  whom  the  sac  is  stitched 
die ;  the  few  that  recover  require  reoperation  for  their  relief,  and  it 
is  useless  to  stitch  such  sacs.  Some  of  these  cases,  historically,  are 
really  famous.  I  remember  one  that  occurred  in  Germantown,  and 
Dr.  Deaver  has  personal  knowledge  of  the  patient.  The  consultant 
was  wholly  responsible  for  the  disaster  and  result  that  followed.  In 
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that  case  there  was  a  big,  rotten  sac,  which  was  tapped  above  and 
below,  drained  twice,  and  thirty-two  ounces  of  pus  removed  by  vagi- 
nal section,  or,  rather,  by  suprajmbic  section,  drainage,  and  irrigation. 
The  sepsis  was  so  marked  that  the  temperature  went  up  to  105°,  and 
the  case  terminated  fatally.  The  history  of  that  case  is  practically 
the  history  of  all  of  them.  A  Boston  man  reported  a  number  of 
cases  treated  by  rectal  incision  and  drainage. 

Dr.  Humiston. — I  did  not  make  a  complete  operation,  for  the 
reason  that  the  general  condition  of  the  patient  did  not  permit  it.  I 
regret  that  I  did  not  inject  cocaine  and  make  a  radical  operation. 

Dr.  X.  O.  Werder,  of  Pittsburg,  Pa. — I  desire  to  make  a  few 
remarks  in  regard  to  ectopic  gestation  at  full  term.  I  would  like  to 
remind  the  gentlemen  that  I  have  had  one  successful  case  in  which 
both  the  placenta  and  the  sac  were  removed,  at  least  all  but  a  small 
portion  of  the  sac,  which  was  stitched  into  the  abdomen.  The 
placenta  was  removed,  and  at  least  three-fourths  of  the  sac  was 
taken  away,  and  the  patient  recovered.  I  met  a  terrific  hemorrhage 
in  that  case,  but  was  able  to  control  it  by  clamping  the  ovarian  artery 
and  putting  a  clamp  alongside  the  uterus,  compressing  the  uterine 
artery.    The  effect  of  the  clamps  was  marvelous. 

I  must  correct  the  statement  made  here  that  it  is  wrong  to  enucleate 
the  placenta.  The  sac,  with  the  placenta,  should  be  peeled  out  in  all 
cases,  following  the  technique  employed  in  intraligamentary  cysts,  as 
was  done  in  my  cases.  We  should  never  try  to  remove  the  placenta 
alone,  independent  of  the  sac ;  the  whole  mass  should  be  included  en 
masse.  The  hemorrhage  from  the  sac  was  controlled  by  an  assistant 
who  made  firm  pressure  against  the  placenta  while  I  was  enucleating 
the  sac.  1  have  removed  ovarian  cysts  where  more  blood  was  lost  than 
in  this  case,  and  if  the  patients  had  been  in  better  general  health  they 
would,  no  doubt,  have  recovered.  In  this  statement  I  might  except, 
perhaps,  the  case  in  which  the  bowel  was  torn  across,  which  of  course 
would  have  required  a  secondary  operation.  I  am  still  of  the  opinion 
that  the  sac  can  be  enucleated,  and  I  firmly  believe  it  to  be  the  only 
rational  procedure.  If  you  will  investigate  the  number  of  cases  that 
have  recovered  after  a  living  child  has  been  extracted  in  ectopic  gesta- 
tion you  will  find  quite  a  number  of  recoveries  in  which  enucleation 
was  accomplished.  Dr.  Dunning,  if  I  rightly  understand  him,  said 
there  are  only  three  or  four  cases  on  record.  In  this  he  is  in  error, 
as  I  have  recorded  seventeen  cases  with  recovery  up  to  the  time  I  read 
my  paper  in  Toronto  in  1894,  in  twelve  of  which  the  placenta  and  at 
least  a  portion  of  the  sac  had  been  removed,  and  since  then  there  have 
been  two  or  three  more  added  to  this  list. 
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Dr.  Price  made  the  statement  that  even  after  death  of  the  fetus  the 
placenta  lives  for  months.  I  have  had  a  striking  experience  of  that 
fact.  A  case  of  ectopic  gestation  of  about  four  months  came  to  the 
hospital  in  which  the  sac  had  evidently  ruptured  some  months  before, 
which  I  thought  a  good  case  for  Dr.  Kelly's  operation  per  vaginam. 
I  opened  the  cul-de-sac  of  Douglas,  but  the  hemorrhage  I  encoun- 
tered was  terrific,  very  much  the  same  as  a  post-partum  hemorrhage. 
I  opened  the  abdomen  at  once,  and  succeeded  in  controlling  the  bleed- 
ing and  saved  my  patient.  This  case  taught  me  the  lesson  never 
again  to  meddle  with  the  placenta  per  vaginam. 

In  regard  to  carcinoma  of  the  uterus,  it  is  my  experience  that  we 
get  nearly  all  cases  too  late  for  radical  operation.  I  get  ten  cases  of 
carcinoma  that  are  inoperable  to  one  that  is  operable.  If  we  refuse 
to  operate  on  patients  on  the  border  line  we  will  often  exclude  cases 
which  can  be  cured,  or  at  least  greatly  benefited,  by  a  very  radical 
operation,  and  it  is  in  these  cases  in  which,  I  believe,  the  operation 
performed  by  me  may  accomplish  some  good. 

In  a  disease  so  absolutely  hopeless  we  are,  I  believe,  justified  in 
resorting  to  the  most  desperate  procedures,  and  if  we  can  save  one  life 
in  ten  it  should  well  repay  us  to  give  them  that  chance. 

Dr.  Lewis  S.  McMurtry. — Mr.  President :  I  desire  to  exhibit  the 
pathological  specimen  from  a  case  I  operated  upon  yesterday  afternoon 
through  the  courtesy  of  Dr.  Werder  and  Dr.  Simpson.  It  illustrates 
a  condition  that  is  rarely  seen  in  such  perfection  as  this.  This  tumor 
was  tapped  after  opening  the  abdomen,  and  about  three  quarts  of  fluid 
drawn  off  and  then  removed  entirely.  It  gave  the  impression  before- 
hand of  an  ovarian  cystoma.  You  will  observe  that  both  ovaries  are 
perfectly  normal ;  the  appendages  are  normal.  Here  you  see  the 
cervical  canal.  You  will  recognize  the  tumor  as  a  large  fibroid  cyst 
of  the  uterus,  a  fibroma  which  has  undergone  cystic  degeneration. 
The  growth  filled  the  pelvis  and  abdomen,  extending  above  to  the 
greater  curvature  of  the  stomach.  The  adhesions  to  the  omentum 
were  very  dense.  Hysterectomy  was  done.  The  patient  had  a  pulse 
of  106°  this  morning,  and  is  doing  well.  Observe  that  the  tumor  is 
necrotic  at  a  certain  point,  is  very  thin  and  friable,  so  that  rupture 
would  very  probably  have  occurred  there  in  a  short  time. 

Dr.  Blume.— What  is  the  condition  of  the  uterus  ?  Was  not  myo- 
mectomy admissible? 

Dr.  McMurtry. — If  the  doctor  will  carefully  examine  the  specimen 
he  will  readily  see  that  a  myomectomy  would  not  have  been  practi- 
cable, because  there  are  a  number  of*  smaller  fibroids  below. 

Dr.  DORSETT. — Do  you  consider  that  condition  approaching  sepsis? 
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Dr.  McMurtry. — The  patient  had  septic  fever  before  she  was  oper- 
ated upon  and  was  in  a  bad  condition  generally. 

Dr.  Edwin  Ricketts,  of  Cincinnati,  Ohio. — In  connection  with  the 
specimen  presented  by  Dr.  McMurtry  I  want  to  speak  of  fibroid  and 
cystic  degeneration  in  a  woman  of  forty-two  years,  in  which  we  had  a 
condition  to  deal  with  similar  to  that  described  by  the  doctor.  The 
woman  weighed  185  pounds  and  the  tumor  ninety-eight  pounds.  The 
solid  portion  of  the  tumor  weighed  thirty-eight  pounds  and  the  fluid 
sixty  pounds,  yet  the  pedicle  was  as  easily  dealt  with  as  in  the  case  of 
Dr.  McMurtry  yesterday.  Some  ten  years  before  this  it  was  said  that 
the  patient  could  not  be  operated  upon,  and  I  simply  report  the  case 
for  the  information  of  the  Fellows. 

Dr.  Walter  B.  Dorsett,  of  St.  Louis,  Mo. — I  wish  to  relate  a 
case  similar  to  Dr.  McMurtry's.  I  was  particularly  impressed,  in 
witnessing  the  operation  yesterday,  with  the  strength  of  the  adhesions 
as  well  as  the  amount  of  nourishment  that  must  have  been  afforded 
the  tumor.  I  was  also  struck  with  the  similarity  of  his  case  to  the 
one  I  operated  upon  about  six  months  ago.  The  tumor  had  been 
growing  for  seven  years  in  the  wife  of  a  prominent  physician,  and  it 
was  discovered  by  me  in  examining  her  once  when  she  was  supposed 
to  have  had  an  attack  of  appendicitis.  She  went  to  a  physician  who 
applied  electricity  for  two  years  at  intervals  without  any  relief,  and  I 
was  finally  called  and  asked  my  opinion  as  to  what  should  be  done. 
Her  husband  said  to  me:  "  We  have  finally  decided  to  get  her  in 
good  condition  for  an  operation  ;  we  have  been  trying  to  build  her  up, 
and  we  cannot  do  it  now  because  she  has  some  fever."  A  prominent 
physician  had  treated  her  and  declared  she  had  malaria,  he  having 
found  the  plasmodium.  He  had  given  her  quinine,  shortly  after 
which  the  plasmodium  disappeared  for  awhile,  but  returned  again, 
and  I  was  asked  what  to  do  in  the  case.  I  said  to  the  physician  : 
*'  Doctor,  if  we  are  going  to  operate  we  will  never  have  a  better  time 
to  do  so,  as  she  will  never  be  in  the  condition  that  she  is  in  now." 
She  was  wasting  away ;  her  arms  and  legs  were  in  a  spindle-shaped 
condition  ;  she  was  approaching  slow  sepsis.  The  abdomen  was 
opened  while  she  had  a  temperature  of  102° ;  the  tumor  was 
removed  by  myomectomy ;  it  grew  from  the  fundus,  and  the  woman 
was  put  to  bed  after  the  operation,  with  a  temperature  of  99°.  The 
next  day  it  declined  to  98.5°,  and  was  never  any  higher  from  the 
time  she  was  put  to  bed  until  she  got  up  and  out.  The  procedure 
was  a  little  different  in  this  case  than  it  was  in  that  of  Dr.  McMur- 
try's :  the  tumor  was  simply  cut  off  at  the  base  and  the  pedicle  was 
not  larger  than  my  thumb,  the  nourishment  having  been  drawn  from 
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the.  omentum  through  the  large  vessels.  The  ovaries  were  simply- 
taken  out,  one  of  which  was  cystic,  and  she  has  never  had  any 
trouble  since. 

I  merely  speak  of  this  case,  because  these  conditions  are  difficult,  in 
the  first  place,  to  recognize.  I  dare  say  that  if  three  men  out  of  five 
had  examined  the  woman  that  Dr.  McMurtry  operated  upon  they 
would  have  said  it  was  a  solid  tumor.  I  have  seen  cases  in  which  I 
was  quite  sure  I  had  a  solid  tumor  to  deal  with,  but  after  opening  the 
abdomen  I  found  that  it  had  undergone  cystic  degeneration. 

Dr.  D.  Tod  Gilliam,  of  Columbus,  Ohio. — The  question  has  been 
asked  whether  a  conservative  operation  might  not  have  been  made  in 
such  a  case  as  Dr.  McMurtry  has  reported.  It  seems  to  me,  from  an 
examination  of  the  specimen,  that  it  would  have  been  hazardous  to 
have  made  a  conservative  operation.  I  do  not  know  the  age  of  this 
patient. 

Dr.  McMurtry. — She  is  thirty-two  years  old. 

Dr.  Gilliam. — I  wish  to  relate  a  painful  experience  I  had  a  couple 
of  j'ears  ago  with  reference  to  a  myomectomy  in  a  woman,  aged  thirty- 
eight  years.  She  had  been  bleeding  profusely  and  continuously  for  a 
long  time,  and  the  physician  called  me  to  see  her.  [  examined  her 
carefully  and  said  it  was  necessary  to  have  an  operation  done.  I 
removed  a  five-pound  tumor  by  myomectomy,  and  everything  seemed 
to  be  in  a  fair  condition.  In  probably  thirteen  or  fourteen  months 
thereafter — I  cannot  give  the  exact  date — I  was  called  to  see  the 
patient  again  and  found  her  bleeding  continuously.  I  made  an 
examination  and  found  the  uterus  enlarged  very  materially ;  that 
the  cervix  had  become  enormously  enlarged  and  presented  indica- 
tions of  malignancy.  I  had  her  taken  to  the  hospital  for  total  hys- 
terectomy, and  the  operation  was  one  of  the  most  difficult  and  pro- 
longed that  I  ever  encountered,  on  account  of  the  immense  size  of 
the  cervix.  In  trying  to  keep  close  to  it  and  avoid  the  ureters  the 
operation  lasted  three  hours,  and  was  very  laborious.  She  lived  a 
little  over  a  week  and  died.  I  have  always  felt  that  I  made  a  mis- 
take in  resorting  to  conservative  measures  in  her  case,  because  she 
was  at  that  age  of  life  when  we  may  expect  degenerative  changes  to 
take  place.  When  we  get  patients  of  this  age,  with  the  chance  of 
malignant  degeneration  of  the  growth,  we  are  doing  ourselves  and 
our  patients  an  injustice  by  not  doing  a  radical  operation. 


TREATMENT  OF  GRANULAR  EROSION  OF  THE 
CERVIX  BY  LIGATION  OF  THE 
CERVICAL  VESSELS. 


By  D.  TOD  GILLIAM,  M.D., 

COLUMBUS. 


I  cannot  recall  a  single  instance  in  which  I  have  been  able  to 
effect  a  cure  of  granular  erosion  of  the  uterine  cervix  by  the  appli- 
cation of  medicines.  In  speaking  to  others  I  find  that  their  experi- 
ence tallies  with  my  own.  About  three  months  ago  I  had  a  very 
aggravated  case  in  a  virgin,  and,  as  usual,  was  making  little  or  no 
progress.  I  remembered  that  in  some  of  my  trachelorrhaphies  I 
had  seen  granular  erosion  of  the  vaginal  surface  of  the  cervix  dis- 
appear after  the  usual  ligation  and  suturing  incident  to  the  Emmet 
operation,  and  I  then  thought  of  ligation  of  the  cervical  vessels. 
This  was  feasible,  easily  and  quickly  accomplished,  and,  in  the 
married,  could  be  done  at  the  office  without  the  aid  of  an  anesthetic. 
I  have  had  but  three  cases  since  hitting  upon  this  method.  These 
were  respectively  twenty-three,  eighteen,  and  twenty-one  years  of 
age.  The  first  and  last  were  primiparas,  the  other  nulliparous  and 
syphilitic.  In  both  cases  of  the  married  women  the  erosion  ex- 
tended some  distance  beyond  the  margin  of  the  tear.  In  Case  I. 
the  erosion  was  quite  extensive. 

I  ligated  the  vessels  on  either  side  at  the  cervico-vaginal  junction 
and  allowed  the  ligatures  to  remain  eleven  days.  On  removing 
them  I  found  that  they  had  cut  deeply  into  the  cervical  tissues. 
The  erosion  had  disappeared  completely.  In  my  second  case,  the 
virgin,  I  removed  the  ligatures  on  the  fourth  day,  hoping  to  avoid 
the  pressure  atrophy  which  had  occurred  in  the  first.  There  was 
no  appreciable  improvement  in  the  erosion,  and  I  was  greatly  dis- 
appointed. At  the  suggestion  of  a  medical  friend  I  kept  this 
patient  three  weeks  in  the  hospital  and  then  examined  her  again. 
The  erosion  had  disappeared,  except  a  small  crescentic  margin  at 
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the  entrance  of  the  canal,  not  to  exceed  a  line  in  width,  and  this 
was  so  indistinct  as  to  be  scarcely  perceptible. 

My  third  case  suffered  a  lacerated  cervix  in  the  act  of  dilatation 
preparatory  to  curettage — an  accident  that  I  have  had  occur  to  me 
only  once  before.  The  sutures  were  introduced  and  a  ligature  ou 
either  side.  At  the  end  of  a  week  the  ligatures  were  removed,  at 
which  time  there  was  little  evidence  of  benefit  to  the  erosion.  At 
the  end  of  three  weeks  the  sutures  were  removed,  when  the  erosion 
had  disappeared  with  the  exception  of  the  little  crescent,  as  iu  the 
second  case.  Notwithstanding  the  uniformly  favorable  results  in 
the  cases  reported,  and  the  fact  that  heretofore  I  have  been  utterly 
unable  to  cure  granular  erosion  of  the  cervix,  I  am  still  doubtful 
with  reference  to  this  method,  and  shall  be  until,  after  extensive 
trial,  it  has  proved  efficacious  or  futile,  as  the  case  may  be. 


DISCUSSION. 

Dr.  A.  B.  Miller,  of  Syracuse,  N.  Y. — I  would  like  to  ask  Dr. 
Gilliam  how  long  the  patient  was  kept  in  bed  in  the  recumbent  posi- 
tion. 

Dr.  Gilliam. — One  was  kept  in  bed  about  a  week,  and  the  others 
a  little  longer,  on  account  of  other  conditions  being  present  than  that 
for  which  the  operation  was  performed. 

Dr.  William  H.  Humiston,  of  Cleveland,  Ohio. — I  was  very  much 
interested  in  the  description  of  the  method  of  curing  granular  erosion 
of  the  cervix  given  us  by  Dr.  Gilliam.  I  will  have  to  change  my 
ideas  as  to  the  etiology  of  erosions  of  the  cervix  if  I  could  be  induced 
to  adopt  this  method  of  treatment.  The  etiology  of  erosion  of  the 
cervix,  as  I  understand  it,  is  that  we  have  a  changed  secretion  from 
the  cervical  canal  or  from  the  body  of  the  uterus,  or  from  both,  and 
if  by  ligation  of  the  lower  portion  of  the  cervix  we  can  benefit  it  I 
think  it  would  be  but  temporary,  and  the  disease  above  would  cause 
it  to  recur  again  in  a  short  time.  I  have  been  in  the  habit  of  thor- 
oughly curetting  cases  of  erosion  and  packing  the  vagina  with  gauze, 
and  in  a  week  or  ten  days  young  epithelium  is  formed,  and  two  weeks 
later  a  normal  cervix  is  found. 

Dr.  Charles  Greene  Cumston,  of  Boston.— The  question  of 
granular  erosions  in  the  virgin  is  one  that  I  have  given  considerable 
attention  to,  as  I  have  had  a  number  of  cases.    I  have  always  con- 
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sidered  that  erosions  of  the  cervix  were  symptomatic  of  some  infection 
of  the  endometrium.  I  consider  every  case  of  endometritis  as  infec- 
tious, and  I  have  always  looked  upon  erosions  occurring  on  the  cervix 
as  symptomatic  of  infection  of  the  endometrium.  Theoretically,  the 
operation  by  ligation  that  Dr.  Gilliam  has  performed  with  success  in 
three  cases  is  good.  I  have  had  some  experience  with  varicose  veins 
of  the  lower  extremities,  complicated  or  not  with  ulcers,  and  there  is 
no  operation  that  gives  such  absolutely  satisfactory  results  as  ligation 
of  the  internal  saphenous  vein  in  the  thigh — Trendelenburg's  opera- 
tion. I  published  a  memoir  on  the  subject  in  the  Annals  of  Surgery 
last  spring,  in  which  I  reported  a  number  of  cases  Avith  complete  cure. 
There  had  been  no  return  of  the  ulcer  nor  of  the  varicose  veins  after 
observing  the  patients  from  six  to  eight  months.  I  disagree  with  Dr. 
Gilliam  that  in  these  cases  the  erosions  are  due  to  the  arterial  circula- 
tion. On  the  contrary,  I  think  it  is  venous. 
Dr.  Gilliam. — I  said  veuous  in  my  paper. 

Dr.  Cumston. — I  thought  you  said  arterial.  If  you  have  an  inflam- 
matory condition  of  the  endometrium  producing  these  erosions  I  must 
agree  with  Dr.  Humiston  that  this  method  of  operating  will  only  give 
temporary  relief,  and  in  order  to  cure  erosions  permanently  the  primary 
couditions  to  which  they  give  rise  must  also  be  cured,  the  primary  con- 
dition being  infectious  endometritis.  I  am  referring  now  to  virgins, 
and  in  my  experience  it  is  an  extremely  difficult  condition  to  get  rid 
of ;  and  I  always  look  not  only  to  the  condition  of  the  endometrium, 
but  also  to  the  condition  of  the  uterus  and  the  adnexa,  as  very  fre- 
quently we  will  find  flexion  to  be  the  cause  of  the  trouble,  and  if  the 
latter  is  corrected  properly  the  patient  will  be  greatly  relieved,  either 
with  or  without  a  curettement,  according  to  the  case. 

There  is  one  point  to  which  sufficient  importance  has  not  been  given, 
and  that  is  the  diathesis  the  patient  may  present.  I  had  a  case  similar 
to  the  one  reported,  of  a  young  woman  who  had  contracted  syphilis 
about  five  years  before  I  saw  her.  She  only  had  intercourse  once, 
and  contracted  the  specific  infection  on  that  occasion.  She  had  ero- 
sions of  the  cervix  ;  she  had  endometritis  and  a  foul  discharge.  She 
had  been  under  care  of  a  very  excellent  surgeon  in  one  of  our  small 
cities,  and  had  been  curetted  and  treated  for  about  eighteen  months. 
Becoming  discouraged,  her  physician  sent  her  to  me  to  see  if  some- 
thing else  could  be  done  for  her.  I  put  her  on  the  syrup  of  iodide  of 
iron  and  treated  her  generally,  and  in  six  months'  time  the  secretions 
had  greatly  diminished  aud  the  erosions  had  almost  disappeared.  In 
many  instances  medical  treatment  in  virgins  presenting  erosions  of  the 
cervix  and  endometritis  is  called  for.    These  conditions  may  be  due 
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to  a  diathesis,  arthritic  or  otherwise,  and  here  comes  in  the  question 
of  medical  treatment.  We  should  not  always  look  to  surgical  treat- 
ment because  a  patient  has  a  discharge — we  should  consider  her  gen- 
erally; and  I  am  satisfied  the  rheumatic  and  gouty  diathesis  we  meet 
with  in  young  men  is  represented  in  the  young  female  by  a  condition 
similar  to  that  which  I  ascribe  as  taking  place  in  the  uterus. 

Dr.  Edward  J.  Ill,  of  Newark,  N.  J. — The  etiology  of  granular 
erosion  of  the  cervix,  so  far  as  the  gentleman  (Dr.  Cumston)  spoke  of 
it,  is  quite  correct.  There  are  two  forms  which  have  not  been  touched 
upon,  and,  as  the  operation  mentioned  would  only  cover  one  condition, 
the  other  form  I  think  deserves  our  attention.  There  is  a  condition 
which  produces  granular  erosion  due  to  constriction  of  the  cervix  by 
the  vagina.  It  is  a  very  ordinary  condition — one  which  this  opera- 
tion could  not  cure,  for  the  reason  that  it  would  not  relieve  the  con- 
striction. The  only  relief  such  a  patient  could  get  would  be  from 
slitting  the  vagina  on  both  sides  above  the  vaginal  junction  for  about 
a  centimetre,  and  then  cutting  out  the  erosion  so  as  to  make  the  cervix 
small.  I  then  stitch  the  vaginal  incision  at  its  uppermost  angle  against 
the  cervix  itself.  The  relief  of  the  constriction  is  then  permanent. 
This  is  one  condition  I  have  met  with. 

Another  condition  which  I  had  not  seen  until  a  couple  of  years  ago 
was  a  congenital  ectropion  of  the  cervix,  as  described  in  an  article 
published  lately.  I  had  several  of  these  cases  on  hand,  and  I  could 
not  exactly  make  out  the  constriction,  although  the  indications  for 
operation  were  quite  apparent ;  and  in  such  cases  I  do  not  think  liga- 
tion of  the  bloodvessels  would  suffice,  because  you  have  the  cervical 
endometrium  itself  rubbing  up  against  the  vagina  and  keeping  up 
irritation.  In  such  a  case  the  Schroder  operation  for  laceration  of 
the  cervix  has  given  me  entire  satisfaction. 

Dr.  Walter  B.  Chase,  of  Brooklyn,  N.  Y. — As  I  understand  the 
operation  of  Dr.  Gilliam  is  simply  tentative,  and  I  am  particularly 
glad  that  he  has  brought  it  before  the  Association.  Just  what  will 
be  accomplished  by  it  is  to  be  determined  by  future  observation  and 
experiment,  and  I  hope  the  members  of  the  Association  will  give  it 
a  thorough  trial  when  opportunities  present  themselves,  and  later 
report  their  results.  In  simple  cases  it  seems  to  me  entirely  rational 
to  expect  that  by  cutting  off  the  arterial  supply  of  the  cervix  we 
would  certainly  get  benefit  to  accrue  from  it,  and  I  take  it  the  results 
he  has  obtained  are  by  the  inclusion  of  the  cervical  artery.  If  fail- 
ures occur,  doubtless  it  will  be  worth  our  while  in  time  to  go  farther 
up  and  ascertain  with  a  good  deal  of  certainty  whether  there  is  disease 
of  the  endometrium.    I  must  confess  that  I  have  experienced  difficulty 
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in  treating  these  cases  short  of  curettage  and  treatment  of  the  endo- 
metrium, and  even  then  the  results  have  not  been  altogether  satisfac- 
tory in  my  hands.  The  doctor  should  be  congratulated  for  giving  us 
this  suggestion,  and  we  shall  sooner  or  later  find  out  what  it  is  worth. 

Dr.  M.  Rosenwasser,  of  Cleveland,  Ohio. — I  concede  that  this 
operation  may  have  a  limited  use  ;  but  certainly,  instead  of  seeking  to 
do  the  operation  first,  and  if  successful  to  go  farther  up  later,  as  Dr. 
Chase  has  suggested,  I  should  prefer  going  farther  up  first,  and  if  no 
other  condition  exists — as  sepsis  or  infection  of  any  kind  within  the 
uterine  cavity  or  tube — then  perhaps  this  operation  could  be  tried. 

Recently  a  patient  came  to  me  who  had  a  severe  erosion  about  half 
way  up  a  long  cervix.  The  erosion  was  covered  by  a  yellowish,  pus- 
like discharge,  which  led  me  to  think  that  the  condition  was  due  to 
gonorrheal  infection.  I  had  the  pus  examined,  but  the  report  of  the 
microscopist  was  that  it  contained  no  gonococci.  Upon  this  informa- 
tion I  made  a  thorough  curetting  and  swabbed  out  the  uterine  cavity 
with  pure  carbolic  acid.  While  the  patient  was  under  the  anesthetic 
I  took  occasion  to  carefully  examine  the  ligaments  and  adnexa,  and 
found  no  mass  present. 

Dr.  Ricketts. — Was  there  any  flexion? 

Dr.  Rosenw'Asser. — Not  any.  After  several  weeks  the  patient  was 
discharged,  feeling  much  better.  Several  weeks  later  she  returned 
with  the  discharge  and  erosion  as  bad  as  ever.  In  addition  I  felt  two 
distinct  lumps  on  either  side,  indicating  infection  of  the  tubes.  There 
probably  had  been  a  salpingitis  in  the  first  place,  and  the  disturbance 
caused  by  the  curetting,  while  it  may  have  helped  to  drain  the  tubes, 
had  led  to  further  irritation  and  infection  of  the  tubes.  The  patient 
now  has  a  pair  of  jius-tubes,  not  producing  much  pain  or  fever,  but  a 
constant  discharge  of  pus  that  has  lasted  for  six  months.  I  have  exam- 
ined the  discharge  and  find  the  cocci,  proving  its  gonorrheal  origin. 

Dr.  Hall. — Did  she  have  reinfection  ? 

Dr.  Rosenwasser. — No,  sir.  She  is  the  daughter  of  a  physician, 
and  as  far  as  I  can  learn  she  has  had  no  intercourse  since  the  curet- 
ting. If  I  wish  to  cure  my  patient  I  shall  doubtless  have  to  remove 
the  tubes;  but  inasmuch  as  the  tubes  are  painless,  and  drainage  is 
being  effected  through  the  uterus,  I  hesitate  to  recommend  operation. 
She  has  gained  in  health,  but  continues  to  have  the  purulent  discharge 
and  the  erosion.  A  case  like  this  would  not  be  cured  by  the  method 
recommended  by  Dr.  Gilliam. 

Dr.  Walter  B.  Dorsett,  of  St.  Louis,  Mo. — I  might  say  that 
possibly,  if  we  had  been  studying  the  history  of  atrophy  of  the 
uterus,  that  Maury,  of  Memphis,  wrote  about,  it  probably  would  have 
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given  us  this  hint  long  ago.  He  relates  a  number  of  cases  in  which 
he  has  made  trachelorrhaphies,  and  has  had  atrophy  of  the  uterus 
result  therefrom,  which  was  probably  due  to  cutting  off  of  the  blood- 
supply  of  the  circular  artery,  and  I  do  not  know  but  what  the  rationale 
of  the  treatment  given  us  by  Dr.  Gilliam  is  in  about  the  same  line. 

So  far  as  erosions  of  the  cervix  are  concerned,  we  frequently  have 
them  from  displacements  alone  where  there  is  no  specific  cause,  which 
can  be  remedied  by  pessaries.  By  the  way,  I  believe  the  question  of 
the  application  of  a  pessary  is  one  that  is  being  very  much  neglected, 
not  only  by  the  profession  generally,  but  by  the  gynecologists.  Dis- 
placements, originally  due  to  endometritis,  and  in  non-specific  salpin- 
gitis, following  which  the  uterus  is  carried  backward,  producing  con- 
ditions that  require  serious  operative  measures,  if  taken  in  time  can  be 
remedied  by  the  application  of  a  pessary  for  retroversion.  I  believe 
erosions  of  the  cervix  can  be  cured  in  this  way  when  due  to  that  cause. 

Dr.  Edwin  Kicketts,  of  Cincinnati,  Ohio. — I  think  the  subject 
possibly  would  be  better  appreciated  if  Dr.  Gilliam  in  his  closing 
remarks  would  touch  upon  the  classification.  No  one  would  dare 
advocate  his  procedure  in  the  case  referred  to  by  Dr.  Rosenwasser, 
nor  do  I  think  he  would  advocate  it  where  the  trouble  extends  into 
the  fundus  of  the  uterus.  This  point  I  hope  the  author  will  touch 
upon. 

In  regard  to  the  condition  of  the  uterus  with  erosion,  it  is  an  impor- 
tant question  to  consider  the  cause  of  the  erosion,  and  here  I  think  it 
is  difficult  to  differentiate  as  to  the  use  of  pessaries  in  such  cases.  I 
want  to  take  issue  with  the  gentleman  who  has  just  spoken  (Dr.  Dor- 
sett),  that  these  cases  can  be  remedied  by  the  application  of  pessaries. 
They  can  be  curetted  and  given  the  best  treatment,  and  after  you  put 
them  in  bed  lift  the  uterus  from  behind  with  tampons  ;  the  uterus  will 
ride  much  easier  than  upon  a  foreign  body  within  the  cavity,  and  you 
will  accomplish  everything  that  you  desire.  There  is  a  class  of  cases 
in  which  it  is  impossible,  it  makes  no  difference  what  your  treatment 
may  be,  to  effect  a  cure.  You  will  necessarily  fail  in  the  treatment 
of  some  cases.  I  am  very  glad,  indeed,  that  Dr.  Rosenwasser  reported 
his  case,  for  the  reason  that  it  was  an  extreme  case — one  that  could 
not  have  been  treated  successfully  by  the  method  suggested  by  Dr. 
Gilliam,  and  for  that  reason  I  rise  especially  to  ask  Dr.  Gilliam  to 
give  the  classification,  if  possible,  in  his  closing  remarks. 

Dr.  W.  E.  B.  Davis,  of  Birmingham,  Ala. — I  am  sorry  that  I  did 
not  hear  Dr.  Gilliam's  paper.  Some  years  ago  I  was  on  the  pro- 
gram for  a  paper  on  "  Ligation  of  the  Uterine  Arteries  in  the 
Treatment  of  Chronic  Metritis,"  but  did  not  present  it.     I  have 
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had  some  experience  in  operations  of  this  class,  but  I  take  it  that 
Dr.  Gilliam  refers  only  to  erosions  confined  to  the  cervix. 

Dr.  Gilliam. — Yes  ;  granular  erosions  of  the  cervix. 

Dr.  Davis. — My  opinion  is  that  the  cases  in  which  we  can  resort  to 
this  operation  are  very  few.  Another  thing  has  to  be  borne  in  mind  : 
You  in  a  measure  simulate  the  menopause  in  tying  off  the  uterine 
arteries.  It  would  bring  about  that  condition  in  the  uterus,  and  with 
erosion  of  the  cervix  present  there  would  be  danger  of  the  development 
of  malignant  disease. 

Dr.  Gilliam  (closing  the  discussion). — I  do  not  know  that  I  have 
a  great  deal  to  say  in  closing  this  discussion.  I  wish,  however,  to 
remark  that  I  do  not  confine  myself  to  tying  the  cervical  vessels 
where  other  indications  exist.  In  every  one  of  the  cases  in  which  I 
tied  the  cervical  vessels  to  cure  the  granular  erosion  I  curetted  before 
doing  so.  I  have  time  and  time  again  curetted  the  uterus  for  granular 
erosions.  I  have  corrected  misplacements  of  the  uterus ;  I  have  straight- 
ened out  the  uterus  as  well  as  I  could  in  cases  of  flexion,  and  I  have 
resorted  to  constitutional  measures  for  the  benefit  of  the  patient ;  and 
I  have  met  with  a  succession  of  failures  in  the  great  majority  of  cases. 
I  have  treated  no  condition  of  the  uterus  in  which  I  have  had  less 
satisfaction  than  attempting  to  treat  granular  erosions  of  the  cervix. 
I  do  not  know  whether  any  present  have  noticed  it  or  not,  but  one 
thing  has  been  forced  upon  me.  I  remember  a  young  lady  — a 
Quakeress,  as  pure  as  the  driven  snow  except  in  one  particular — 
who  came  to  my  office.  When  I  invited  her  into  the  consultation 
room  she  sank  into  a  chair,  covered  her  face,  and  began  to  cry.  I 
said  to  her :  "  What  is  the  trouble  ?  "  and  she  replied  :  "  I  have  been  a 
traitor  to  myself."  I  understood  by  that  what  she  meant.  She  had 
been  resorting  to  masturbation,  and  she  had  one  of  the  worst  cases  of 
granular  erosions  I  ever  saw. 

A  school-teacher  came  to  my  office  soon  afterward,  and  at  her 
second  visit  she  made  the  statement  that  she  had  been  addicted  to 
masturbation.  Two  or  three  other  similar  cases  come  to  my  mind. 
I  never  made  inquiry  with  reference  to  its  etiology  from  this  stand- 
point, but  I  have  learned  that  granular  erosions  of  the  cervix  in  vir- 
gins may  arise  from  orificial  irritation.  In  many  of  these  cases  I 
could  find  no  other  pathological  factor  to  account  for  it.  We  have 
here  a  hyperemic  condition,  a  sluggish  venous  circulation,  and  after  I 
have  curetted,  corrected  the  displacement,  and  put  them  on  constitu- 
tional treatment  I  have  failed  to  cure  the  granular  erosion.  After 
repairing  the  lacerated  cervix  where  the  erosion  extended  beyond  the 
line  of  laceration  the  erosion  disappeared.    This  was  one  of  the  indi- 
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cations  that  led  me  to  adopt  this  method.  In  the  cases  in  which  I 
have  resorted  to  ligation  of  the  cervical  vessels  I  have  had  a  complete 
cure  in  every  case.  Now,  as  I  said  before,  I  may  be  mistaken  as  to 
its  general  application.  All  that  I  ask  is  that  the  method  be  given  a 
fair  trial.  If  a  patient  be  examined  three  or  four  weeks  after  ligation 
of  the  cervical  vessels  you  will  know  whether  the  operation  has  been 
successful,  and  if  ample  attention  has  been  given  to  the  other  things, 
if  no  other  pathological  factor  can  be  found,  or  you  have  removed  all 
that  has  been  found,  I  am  inclined  to  think  that  you  will  find  this 
method  a  valuable  adjunct,  if  nothing  more ;  and  I  hope  that  the  Fel- 
lows of  the  Association  will  not  discard  it  until  they  have  given  it  a 
fair  trial,  for  I  believe  there  is  good  in  it. 


THE  RELATION  OF  DISEASES  OF  THE  FEMALE 
GENERATIVE  ORGANS  TO  NERVOUS 
AND  MENTAL  AFFECTIONS. 


By  B.  SHERWOOD-DUNN,  M.D., 

BOSTON. 


I  have  been  mucli  interested  of  late  in  various  papers  written 
by  men  of  reputation  in  the  department  of  neurology,  bearing  upon 
the  subject  of  the  relation  of  diseases  of  the  female  pelvic  orgaus 
to  nervous  and  mental  affections. 

I  attended  the  last  meeting  of  the  American  Medical  Association, 
held  at  Denver,  almost  expressly  to  be  present  at  the  joint  session 
of  the  Sections  on  Neurology  and  Gynecology,  for  the  discussion 
of  this  subject,  which  had  been  arranged  for  the  year  previous. 

The  several  distinguished  neurologists  appointed  to  discuss  their 
side  of  the  subject  presented  in  every  instance  able  papers,  worthy 
of  more  than  ordinary  consideration,  because  of  their  united  nega- 
tion of  any  relation  between  the  nervous  system  and  disease  of  the 
female  pelvic  organs. 

It  is  much  to  be  regretted  that  two  of  the  three  gentlemen 
appointed  to  present  the  gynecological  side  of  the  discussion  were 
not  present,  and,  therefore,  that  side  of  the  question  was  but  im- 
perfectly presented.  Having  been  called  upon,  unexpectedly  and 
at  the  last  moment,  to  take  the  place  of  my  distinguished  col- 
league, Dr.  L.  S.  McMurtry,  in  that  discussion,  and  having  neither 
the  time  nor  the  sources  of  information  at  my  command  with 
which  to  present  an  argument  that  would  properly  set  forth  and 
substantiate  my  views,  I  have  taken  this  occasion  to  present  them 
more  in  detail,  and  support  them  by  statistical  information. 

My  consideration  of  the  subject  will  be  limited  to  the  great 
neuroses  of  neurasthenia,  hysteria,  and  of  insanity,  and,  in  order 
that  I  may  not  be  misunderstood  as  to  the  premises  from  which  I 
start,  I  will  say  that  I  am  totally  opposed  to  any  operative  proced- 
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ure,  except  where  pathologic  conditions  are  demonstrable.  I  have 
no  confidence  in  operations  upon  healthy  organs  for  the  cure  of  any 
neurotic  condition,  and  believe  that  such  are  now  generally  con- 
demned by  the  profession. 

One  of  the  distinguished  neurologists  at  Denver  stated  that 
u  The  disorders  of  her  pelvic  organs  have  no  more  to  do  with  her 
nervous  and  mental  diseases  than  lesions  elsewhere  in  her  body; 
indeed,  they  have  less  to  do  with  her  psychoses  and  neuroses  than 
most  of  her  other  organs." 

Another,  in  this  same  discussion,  declared  that  "All  idea  of 
curing  neurasthenia  or  hysteria  by  operations  upon  the  pelvic 
organs  must  be  absolutely  abaudoned."  And  in  another  place  he 
says,  u  The  insanities  are  not  due  to  local  organic  disease.  Facts 
are  rapidly  accumulating  to  show  that  the  insanities  are  due  to  dis- 
ease of  the  neuron,  structural  and  functional,  the  result  of  various 
poisons  circulating  in  the  blood.  Surely  it  would  be  just  as  sensible 
to  claim  a  cure  of  insanity  by  trimming  the  toe-nails  as  to  claim 
a  cure  by  pelvic  operations."  And  this  by  one  of  the  leading  neu- 
rologists in  this  country. 

I  look  upon  the  position  taken  by  some  of  our  colleagues  in  neu- 
rology, that  there  is  no  relation  of  cause  and  effect  between  the 
various  neuroses  and  psychoses  and  diseases  of  the  female  pelvic 
organs,  as  being  as  extreme  and  condemnatory  as  would  be  the 
advocacy  of  the  removal  of  normal  organs  in  the  female  pelvis  for 
the  cure  of  nervous  diseases  by  some  ill-advised  persons  calling 
themselves  gynecologists. 

In  operating  upon  diseased  conditions  iu  the  pelvis  we  do  not 
expect  to  remove  the  symptoms  of  the  neuroses,  but  only  those 
symptoms  properly  belonging  to  the  pelvic  disease  itself.  But, 
strange  and  disappointing  as  it  may  be  to  some  of  our  critics,  when 
those  pathologic  pelvic  conditions  are  removed  or  corrected,  the 
nervous  system,  relieved  from  the  source  of  unceasing  irritation, 
gradually  returns  to  its  normal  poise,  and  the  patient  is  cured  of 
her  neurosis  as  well  as  her  pelvic  disease. 

Our  neurologists  are  proclaiming  the  same  doctrine  as  did  Pro- 
fessor Clifford  Allbutt  in  his  Gulstonian  lectures  before  the  Royal 
College  of  Physicians  in  1892  (but  from  which  he  has  since  recanted 
almost  in  toto),  that  there  are  a  number  of  uterine  and  pelvic  dis- 
orders which  are  but  the  manifestations  of  neuroses.    In  point  of 
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fact,  the  statement  needs  to  be  made  exactly  the  reverse,  and  so 
frequently  is  this  met  with  in  gynecological  practice  that  the  gyne- 
cologist has  become  expert  in  their  diagnosis  and  treatment. 

We  all  have  passed  through  that  period  in  which  our  touch  has 
been  educated  to  diagnosticate  morbid  conditions  of  the  uterus 
and  adnexa,  and  all  know  how  delicate  and  difficult,  and  sometimes 
impossible,  the  task  is  under  varying  conditions.  If  difficult  to 
those  who  give  their  attention  to  it  exclusively,  how  much  more 
must  it  be  to  those  who  attempt  it  only  occasionally. 

The  fact  of  the  matter  is  that  disease  of  the  pelvic  organs  and 
affections  of  the  nervous  system  are  so  frequently  concomitant  and 
interdependent,  that  the  neurologist  is,  by  far,  less  likely  to  give 
due  and  proper  consideration  to  the  pelvic  troubles  than  the  gyne- 
cologist to  the  neuroses,  because  of  his  lack  of  practice  and  natural 
repugnance  to  propose  and  pursue  vaginal  examinations  upon  the 
patients  that  come  to  him  ;  whereas,  in  the  routine  questions  that 
form  the  history  taken  of  every  important  case  by  the  gynecologist, 
the  neurotic  and  psychotic  conditions  present  themselves,  and  are 
given  the  consideration  which  their  importance  demands. 

The  study  of  and  acquaintance  with  the  great  neuroses  and 
psychoses  is  forced  upon  the  gynecologist  by  the  very  nature  of  his 
study  and  treatment,  whereas  the  patient  going  to  the  neurologist 
does  not  expect,  and  in  most  cases  would  refuse,  a  pelvic  examina- 
tion at  his  hands. 

In  point  of  fact  the  neurologists  see  a  small  percentage  of  the 
operative  cases,  and  their  views  on  the  whole  subject  are  prejudiced 
by  this  exceptional  class  as  well  as  by  their  imperfect  and  limited 
knowledge  of  the  special  department  of  the  diseases  of  women. 

I  will  venture  to  say  there  is  not  a  prominent  gynecologist  but 
has  seen  numbers  of  women  having  diseased  pelvic  organs,  and 
with  pronounced  nervous  symptoms,  who  have  come  to  him  after 
having  had  the  rest-cure  and  various  other  treatments,  and  were 
restored  to  health  by  the  cure  of  the  pelvic  lesions  by  operation. 
The  position  taken  by  many  neurologists  toward  operations  upon 
the  sexual  organs  of  women  is  unfortunate  for  this  class  of  cases, 
and  it  is  well  to  remind  them  that  remarks  prejudicial  to  opera- 
tive treatment  act  as  suggestion  upon  neurasthenic  and  hysterical 
patients,  just  as  surely  and  detrimentally  as  does  the  unwarranted 
pelvic  examination  at  the  hands  of  the  gynecologist. 
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Dr.  Bedford  Fenwick  has  gone  over  a  large  number  of  cases  in 
his  case-books  of  the  Woman's  Hospital,  in  London,  with  a  view 
of  ascertaining  the  number  of  cases  who  complained  of  symptoms 
directly  associated  with  their  pelvic  troubles.  Taken  as  they  came, 
only  10  per  cent,  complained  of  symptoms  directly  connected  with  the 
pelvic  organs,  the  remainder  giving  histories  of  troubles  having  no 
apparent  connection  therewith,  and  descriptions  of  which  he  gives 
in  detail.1  By  the  light  of  our  experience  this  percentage  of  pelvic 
symptoms  is  no  guide  as  to  the  relation  of  nervous  and  pelvic  dis- 
eases, for  it  does  not  necessarily  follow  that  the  pelvic  disease 
shall  be  gross  in  character.  As  I  pointed  out  in  a  paper  that  I 
presented  before  this  distinguished  Society  at  its  last  meeting,  micro- 
pathological  changes  in  the  ovary  frequently  give  rise  to  more  excru- 
ciating pain  and  far-reaching  reflex  symptoms  than  do  those  of  a 
grosser  character,  which  are  more  easily  diagnosticated.  McNaugh- 
tou  Jones  says  :2  "  One  of  the  most  desperate  cases  of  dysmenor- 
rhea I  have  ever  witnessed  through  the  nerve  storms  at  the 
menstrual  period  was  completely  cured  by  removal  of  the  ovaries, 
which  presented  no  evidence  of  disease  further  than  slight  sclerosis 
with  the  sago-grain  degeneration  familiar  to  us."  This  condition 
has  now  been  denominated  sclero-micro-cystic  degeneration. 

The  limits  of  this  paper  will  not  admit  of  my  analyzing  in  extenso 
every  proposition  made,  and  I  think  the  majority  are  so  unani- 
mously in  accord,  that  we  may  take  it  for  granted  that  the  uterus 
and  ovaries  in  their  complex  and  subtle  physiological  relationship, 
and  especially  when  functionally  or  organically  diseased,  react 
upon  and  make  manifest  their  effect  on  other  organic  fuuctions, 
especially  those  of  the  nervous  system,  more  quickly  than  is  the 
case  with  diseases  of  any  of  the  other  viscera ;  and  this  view  is 
greatly  supported  by  a  consideration  of  the  anatomical  connection 
of  those  organs  with  the  cerebro-spinal  system,  through  the  splanch- 
nic nerves  and  spinal  cord  in  the  sacral  and  lumbar  regions,  as 
well  as  through  the  pelvic  and  hypogastric  plexuses  of  the  sympa- 
thetic nervous  system.  It  is  to  this  connection  that  we  must  look 
for  the  reflex  phenomena  that  follow  stimulation  or  irritation  of 
the  uterine  and  ovarian  nerves.    The  accompanying  plate  from  an 

i  British  Medical  Journal,  vol.  ix.,  No.  34,  p.  153. 
-  British  Gynecological  Journal,  August,  1893,  p.  137. 
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article  by  Drs.  Pearce  and  Beyea,  shows  the  nerve  distribution  and 
relationship. 1 

Coming  to  the  consideration  of  the  first  great  neurosis,  Hodge 
has  proved  that  neurasthenia  results  from  a  loss  of  substance  of  the 
nucleus  and  cell  protoplasm,  expressive  of  wear  and  tear  that  is 
the  invariable  result  of  fatigue. 
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His  experiments  were  made  upon  animals  and  birds,  and  were 
conducted  in  a  manner  which  left  no  doubt  as  to  their  accuracy. 
As  a  result  of  anv  continued  reflex  action,  therefore,  which  denies 
to  the  neuron  time  for  recuperation  we  have  produced  a  patholog- 
ical condition  which  is  seen  in  the  shrinkage  of  the  nucleus  and 

i  Annals  of  Gynecology  and  Pediatry,  vol.  xi.,  No.  12,  p.  86G. 
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cell-substauce,  which  robs  the  neuron  of  its  functional  ability  to 
transmit  the  normal  nerve  influence,  and  gives  rise  to  the  chronic 
fatigue-symptoms  of  which  all  true  neurasthenics  complain;  and 
these  symptoms  pertain  to  every  part  of  the  system — muscular,  the 
special  senses,  mental,  digestive,  and  derangement  of  the  nutritive 
interchange. 

The  neurasthenic  unit  is  a  nerve-force  quantity.  It  may  be  a 
quantity  in  excess  of  the  normal  or  a  quantity  less  than  the  normal. 
It  may  be  nerve-force  out  of  balance  or  nerve-force  delicately  poised; 
it  may  be  perverted  nerve-force  ;  it  may  be  nerve-force  overpowered 
by  inhibition,  or  it  may  be  controlled  by  a  condition  corresponding 
to  a  short-circuited  electric  cell  in  which  all  inhibitory  power  is 
lost.  The  protean  manifestations  of  the  neurasthenic  state  are 
accounted  for,  and  only  accounted  for,  by  a  condition  of  varying 
values.  The  neuron's  molecular  relation  to  the  electric  current  has 
not  been  determined;  neither  has  the  nucleus  and  cell  protoplasmic 
relation  to  the  nerve-force  current  been  made  out;  but  the  neuras- 
thenic condition  doubtless  travels  in  the  direction  of  least  resistance. 
Nervous  demand  has  the  power  of  attracting,  in  some  way,  ner- 
vous supply;  but,  instead  of  the  nerve  centres  supplying  the  demand 
with  normal  nerve-force  in  a  regular  way,  the  centres  supply  a 
pathological  nerve-force,  or,  what  amounts  to  the  same  thing,  nerve- 
force  at  irregular  intervals. 

With  the  conceded  ground  that  the  pathological  condition  is 
brought  about  by  the  influence  of  a  too  unrelaxed  subjection  of 
the  nerve  cell  and  protoplasm  to  functional  activity,  let  the  source 
of  this  activity  be  what  it  may,  then  the  source  of  this  irritation 
must  be  corrected  if  the  patient  is  to  receive  any  permanent  benefit. 

If  neurasthenia  is  the  result  of  a  change  in  the  nerve  cell,  due 
to  too  great  exercise  of  its  functional  activity,  then  disease  of  the 
pelvic  organs  furnishes  the  most  frequent  source  of  this  irritation, 
and,  as  the  primal  cause,  must  be  corrected  if  a  cure  is  to  be  effected. 

The  rest-cure,  tonics,  and  liberal  diet  may  improve  the  condition 
of  the  neurasthenic  suffering  from  pelvic  disorder,  but  her  condi- 
tion becomes  as  bad  and  often  worse  than  before  when  she  is 
removed  from  the  favorable  environment  and  is  again  subject  to 
the  care  and  labor  of  daily  life. 

During  childhood  the  body  rapidly  grows  and  develops  in  all  its 
parts,  except  the  generative  organs;  these  remain  comparatively 
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quiescent  until  the  age  of  puberty,  when  they  take  on  extraordinary 
activity  and  seem  to  strive  for  development  at  the  expeuse  of  all 
the  other  forces.  Unfortunately,  at  about  this  age,  our  girls  become 
most  interested  and  ambitious  in  their  studies,  and  it  is  astonishing 
to  see  the  amount  of  work  some  of  them  will  strive  to  do. 

The  hours  of  continual  application,  which  the  less  mentally 
capable  among  them  have  to  undergo,  and  the  truly  heroic  efforts 
they  put  forth  trying  to  keep  pace  with  those  of  brighter  intellect, 
are  ruinous  to  physical  development. 

These  are  the  girls  who,  if  they  do  not  break  down  in  the  effort, 
accomplish  their  mental  tasks  at  the  expense  of  the  pelvic  viscera, 
and  early  come  into  the  hands  of  the  physician,  with  infantile  organs, 
neurasthenia,  and  others  of  the  great  neuroses. 

No  thoughtful  mind  can  reflect  upon  the  nervous  relations  and 
requirements  of  this  period  of  life  aud  escape  the  conclusion  that 
the  proper  development  of  the  organs  of  reproduction  demands 
full  nutrition  and  plenty  of  oxygen,  best  secured  by  freedom  from 
indoor  confinement  and  taxation  of  the  mind.  Failure  to  recognize 
this  leads  in  many  cases  to  the  pubescent  disorders,  and  fastens  a 
neurosis  upon  the  victim. 

The  poisons  of  fatigue  are  generated  more  rapidly  in  the  girl  of 
eleven  to  thirteen  than  at  any  other  period,  as  has  been  shown  by 
Wedensky,  the  Russian,  and  Maggiori  and  Mosso,  the  Italian 
chemists.  The  blood-supply  is  no  greater  at  the  pubescent  age 
than  any  other,  and  by  some  is  claimed  to  be  less,  yet  the  demands 
upon  its  elements  are  greater  than  at  any  other  time  of  life. 

Brain  fag  in  school  children  at  this  age  is  of  common  occurrence, 
and  nature  is  a  strict  accountant.  If  she  supplies  more  to  one  part 
than  she  has  made  provision  for,  she  deducts  from  something  else.1 

In  the  errors  of  adolescence  defective  growth  and  consequent  dis- 
orders of  the  normal  functions  of  the  generative  organs,  lies  the 
cause  of  the  neuroses  and  even  insanity  in  many  cases.  Dr.  Gill 
Wylie  says  that  imperfect  development  may  result  in  a  hyperes- 
thetic  condition  of  the  endometrium,  prevent  normal  atrophic 
changes,  and  cause  serious  reflex  nervous  disturbances.2 

There  is  no  time  in  a  woman's  life,  from  puberty  to  old  age,  that 
we  do  not  have  presented  before  us  the  intimate  physiological  rela- 

1  Annals  of  Gynecology  and  Pediatry,  June,  1898,  p.  666. 
-  American  Gynecological  Transactions,  1891. 
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tion  between  her  generative  organs  and  several  nervous  systems, 
aud  through  these  to  every  organ  and  part  of  her  body.  The  acme 
of  adolescence  is  an  example  of  the  influence  of  these  organs  upon 
the  skin.  The  reflex  connection  between  the  mammary  gland  and 
these  organs  during  the  menstrual  period  can  only  be  accounted 
for  through  the  nervous  system  ;  and  by  what  other  influence  are 
we  to  account  for  the  malaise,  slight  nausea,  headache,  disturbed 
vision,  flashes  of  heat,  constipation  or  diarrhea,  localized  areas  of 
hyperesthesia,  and  mild  forms  of  hallucination  ?  all  of  which  are 
sometimes  and  in  some  patients  constantly  present  during  the  cata- 
menia,  making  their  appearance  with  its  onset,  subsiding  and  dis- 
appearing with  its  close. 

The  intimate  connection  of  the  cortex  with  the  ovary  is  shown 
by  the  fact  that  cortical  disease  arrests  menstruation.  These  physi- 
ological relations  we  are  intimately  acquainted  with,  and  if  present 
physiologically  I  wonder  who  is  going  to  convince  us  that  in  the 
presence  of  pathological  changes  the  influence  of  these  organs  upon 
the  nervous  system  will  not  be  more  pronounced ;  as,  for  example, 
the  occurrence  of  various  shades  of  optic  neuritis  aud  retinal  irri- 
tation in  connection  with  suppression  or  irregularity  of  the  cata- 
menia,  slight  epileptiform  seizures  of  the  facial  muscles,  laryngeal 
neuralgia,  functional  aphonia,  tiunitus  aurium,  and  vertigo. 

As  a  consequence  of  menstrual  irregularities,  we  find  painful 
irritation  of  the  dorsal  and  lumbar  spinal  zones,  functional  irregu- 
larity of  the  cardiac  rhythm,  gastralgia,  slight  icteric  attacks,  irri- 
tation of  the  bladder  with  frequent  micturition,  varieties  of  head- 
aches, aud  severe  hemicrauia.  All  these  symptoms  can  only  be 
accounted  for  as  reflex  vaso-dilating  or  vaso-contracting  phenomena, 
the  result  of  irritation  in  the  uterus  or  ovaries,  arising  from  imper- 
fectly performed  physiological  functions.  We  have  all  seen  the 
acute  disturbance  of  the  menstrual  function  as  a  result  of  menial 
or  physical  shock,  cold,  heat,  or  great  bodily  fatigue.  The  spas- 
modic form  of  dysmenorrhea,  which  at  one  time  largely  occupied 
the  attention  of  the  profession,  and  which  gave  rise  to  as  many 
forms  of  treatment  as  there  arc  students  of  its  phenomena,  was 
readily  explained  and  controlled  after  Dujardin-Beaumetz  had 
shown  that  it  was  caused  by  anemic  or  toxemic  blood. 

There  is  perfect  truth  in  the  claim  of  the  neurologists  that  ill 
health  in  woman  is  frequently  the  cause  of  her  uterine  troubles ; 
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but  it  is  even  more  true  that  the  various  diseases  of  the  uterus  and 
its  adnexa  are  the  exciting  cause  of  the  ill  health  that  frequently 
results  in  morbid  changes  in  her  central  nervous  system. 

The  exact  knowledge  that  we  have  of  the  physiological  action 
compels  a  belief  that  these  organs  form  the  most  prominent  links  in 
the  chain  of  woman's  health  of  both  mind  and  body.  It  is  unreason- 
able and  unscientific  to  style  a  woman  neurotic,  hysterical,  hypo- 
chondriacal, and  treat  her  as  such,  ignoring  the  while  local  disease 
of  her  pelvic  viscera,  which  aggravates  and  accentuates,  and  in 
many  instances  is  the  exciting  cause  of  these  neuroses ;  and,  apart 
from  these  direct  results,  there  are  those  indirect  evidences  that 
follow  upon  interference  with  the  secreting  functions  of  the  liver 
and  kidneys,  and  with  the  metabolic  action  of  the  spleen.  I  reit- 
erate that  it  is  a  blind  injustice  to  deliberately  and  complacently 
ignore  the  influence  of  local  disease  as  a  causative  agent  of  morbid 
changes  in  her  central  nervous  system. 

It  was  a  strong  belief  in  the  relation  of  menstruation  to  the 
functional  activity  of  the  mammary  epithelium  that  persuaded 
Cheyue  to  remove  the  uterine  appeudages  for  inoperable  cancer  of 
the  breast.1  That  there  is  an  intimate  physiological  relationship 
between  these  organs  we  know,  but  that  its  influence  is  sufficient 
to  materially  affect  maliguant  growth  is  exceedingly  doubtful. 

To  the  great  mass  of  clinical  evidence  supporting  the  close  rela- 
tion of  the  brain  and  nervous  system  to  the  organs  in  the  genesis 
of  the  human  race  additional  and  conclusive  proof  is  found  in  the 
physiological  development,  maintenance,  and  decline  of  the  normal 
reproductive  period  of  life.  Why,  then,  in  the  presence  of  a  neu- 
rotic tendency,  should  there  be  a  doubt  as  to  the  evil  effect  upon  the 
nerve  centres  when  pathological  conditions  attack  these  complex 
and  delicately  constructed  organs,  which  so  often  give  reflex  evi- 
dence of  their  extreme  sensitiveness  to  the  action  of  their  physio- 
logical functions  and  constantly  show  their  great  influence  over  the 
central  nervous  system  ?  Brown-Sequard  has  said  that  the  genito- 
urinary organs  are  the  most  closely  allied  to  the  central  nervous 
system  of  any,  an  opinion  which  most  of  us  will  indorse. 

Immediately  preceding  and  during  the  opening  of  the  catamenia, 
many  women  present  typical  symptoms  of  nervous  exhaustion — 
malaise,  not  relieved  by  rest,  dull  headache,  vertigo,  alternating 

1  W.  Watson  Cheyne,  British  Medical  Journal,  May  7, 1898. 
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flashes  of  heat  and  cold  due  to  vasomotor  weakness,  palpitation  due 
to  lack  of  proper  nerve  co-ordination,  weakened  will-power,  often 
extending  to  hysterical  outbreaks,  nausea,  defective  vision,  and 
sometimes  diarrhea  or  temporary  constipation.  Winschild  has 
called  these  symptoms  of  nervous  exhaustion,  acute  neurasthenia. 

In  those  cases  where  there  are  gross  pathological  changes,  as,  for 
instance,  in  those  suffering  with  marked  displacement  of  the  uterus, 
with  adhesion,  extensive  laceration  of  the  perineum  and  cervix, 
the  latter  everted,  completely  eroded  and  ulcerated,  edematous  and 
tumefied  ovaries  with  multiple  fibroid  growths  in  the  uterine  walls  ; 
in  the  opinion  deliberately  formed  upon  a  basis  of  wide  experience 
of  the  leading  operators  of  the  world,  prompt  and  complete  opera- 
tion upon  the  universally  diseased  organs  will  in  some  cases 
promptly  restore  the  patient  to  health  and  nervous  equilibrium, 
and  save  her  the  expense  and  loss  of  time  accompanying  the  rest- 
treatment  under  the  direction  of  the  neurologist,  which  in  these 
cases  is  vain,  grotesque,  and  reprehensible.  On  the  other  hand, 
picture  a  case  of  an  American  woman,  born  and  reared  in  the 
midst  of  luxurious  surroundings,  who  marries  at  an  age  under 
twenty-two  years,  bears  four  or  five  children  within  a  period  of 
six  years  ;  and  following  the  practice  and  instincts  of  the  majority 
of  American  mothers,  undertakes  to  supervise  the  physical  care 
of  her  children,  not  willing  to  leave  them  to  the  mercy  and  con- 
sideration of  a  hireling,  particularly  during  the  night.  At  about 
the  end  of  this  time  the  majority  of  these  mothers  become  physi- 
cally and  mentally  broken  down.  They  complain  of  weariness, 
nervousness,  insomnia,  inability  to  walk  any  great  distance,  con- 
stant bearing-down  feeling  in  the  pelvis,  headache,  both  occipital 
and  frontal,  backache,  disagreeable  dampness  of  the  hands,  irri- 
table bladder,  hyperesthesia,  points  of  tenderness  in  both  ovarian 
regions,  dysmenorrhea,  dyspepsia,  bad  dreams,  constipation.  With 
ordinary  common  sense  she  attributes  this  tableau  of  symptoms  to 
the  strain  of  the  rapidity  of  her  child-bearing,  and  presents  her- 
self to  the  gynecologist.  Upon  examination,  she  has  a  slight  tear 
in  the  cervix,  slight  rectocele  and  cystocele,  relaxation  of  the  liga- 
mentous supports  that  permits  of  easy  manipulation  and  displace- 
ment of  the  uterus.  Both  ovaries  are  sensitive  to  examination. 
This  is  a  practical  case  for  treatment  at  the  hands  of  the  neurologist. 
There  may  be  those  calling  themselves  gynecologists  who  would 
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magnify  the  importance  of  the  local  pelvic  condition,  and  recom- 
mend the  several  plastic  operations  as  a  cure-all.  But  it  must  be 
said  that  they  are  not  representative  of  the  intelligence  of  this 
department. 

There  is  no  condition  under  which  one  could  ever  say  he  was 
operating  to  cure  either  hysteria  or  neurasthenia.  We  operate 
only  to  cure  pelvic  disease,  hut  often  the  cure  of  these  neuroses 
follows. 

I  will  venture  to  say  there  is  no  class  of  physicians  who  are 
more  methodical,  systematic,  or  thorough  in  the  examinations  of 
their  patients  ;  there  is  no  specialty  in  which  there  is  a  greater  mass 
of  statistical  records  than  ours,  and  this  comes  from  the  almost 
universal  habit  of  keeping  the  history  book  ;  and  the  market  is 
full  of  innumerable  varieties  of  them,  a  proof  that  they  are  de- 
manded. 

This  book  provides  for  family,  personal,  menstrual,  marital, 
pain,  functional,  organic,  and  nervous  history,  going  into  the  his- 
tory of  every  organ  and  the  general  circumstances,  surroundings, 
and  condition  of  the  patient. 

In  an  admirable  paper  from  the  pen  of  Dr.  J.  H.  Etheridge,1 
he  says :  "  The  declaration  is  hereby  made  that  in  a  large  number 
of  cases  in  which  perineal  laceration  and  the  neurasthenic  state 
exist,  they  may  occupy  the  relation  of  cause  and  effect,"  and  fol- 
lows with  cases  in  detail  supporting  this  declaration. 

In  a  discussion  before  this  Society  last  year,  Dr.  J.  M.  Duff 
detailed  a  number  of  cases  supporting  the  ground  taken  in  this 
paper.2 

Dr.  Bantock  relates  a  long  experience  in  the  cure  of  neurotic 
symptoms  by  appropriate  treatment  of  the  uterus.3 

I  am  quite  clear  in  my  mind  as  to  the  relation  of  neurasthenia 
to  many  forms  of  pelvic  disease,  but  not  so  with  hysteria.  This 
disease  presents  itself  under  such  a  variety  of  forms  and  with 
such  a  bewildering  tableau  of  symptoms,  that  I  should  in  any  and 
every  case  hesitate  in  a  diagnosis  of  cause,  and  qualify  my  prog- 
nosis as  to  results  in  every  case  of  surgical  interference.  We  all 
have  seen  cases  with  gross  pelvic  lesions  and  markedly  grave  hys- 

1  American  Gynecological  and  Obstetrical  Journal,  February,  1898. 

2  Transactions  of  the  American  Association  of  Obstetricians  and  Gyecologists,  vol.  x.  p.  218. 

3  British  Gynecological  Journal,  August,  1893,  p.  149. 


DISEASES   OF  FEMALE 


GENERATIVE  ORGANS. 


201 


terieal  symptoms  dating  from  or  after  the  commencement  of  the 
pelvic  lesions,  and  which  at  first  sight  seemed  the  result  of  pelvic 
disease,  and  it  is  only  logical  to  think  that  the  removal  of  the 
evident  source  of  irritation  would  correct  the  nervous  trouble. 
Yet  the  hysterical  seizures  frequently  persist  after  operation.  On 
the  other  hand,  there  are  clinical  facts  which  repeat  themselves  in 
the  writings  of  every  prominent  operator  that  prove  that  the  cor- 
rection of  pelvic  pathological  conditions  has  and  does  cure  hys- 
terical phenomena. 

The  hysterical  state  is  very  largely  self-propagated — that  is  to 
say,  when  hysteria  causes  a  yawn  or  a  crying  spell,  the  way  is 
paved  for  the  second  yawn  or  crying  spell,  to  take  place  much 
easier  than  did  the  first. 

When  the  hysterical  state  travels  in  the  direction  of  the  invol- 
untary functions,  its  production  is  more  frequent,  hence  more  dam- 
aging. Primarily,  this  state  is  always  the  product  of  a  weakened 
or  non-resisting  will,  and  is,  therefore,  a  pure  psychosis. 

Hysteria  and  neurasthenia  are  often  associated  together,  and 
when  so  related  are  difficult  of  division  ;  as  to  just  how  much  of 
the  symptomatology  is  due  to  one  or  the  other,  is  difficult  to  say. 

It  can  be  said  that  whereas  the  symptoms  of  neurasthenia  are 
seen  most  evident  in  the  motor  system,  derangement  of  normal 
functions,  and  general  somatic,  those  of  hysteria  are  more  pro- 
nouncedly psychical,  with  emotional  outbreaks  and  loss  of  will- 
power. When  this  disease  affects  the  motor  system  the  evidence 
is  pronounced,  as  in  paralysis,  tremor,  phantom  tumors,  etc.  But 
far  more  common  than  these  are  the  symptoms  of  anesthesia  and 
hyperesthesia;  the  latter  often  seen  as  infiamammary  tenderness, 
and  what  used  to  be  called  ovarian  neuralgia.  My  friend,  Prof. 
F.  X.  Dercum,  has  for  a  long  time  shown,  by  ingenious  bimanual 
palpation,  that  this  pain  in  the  majority  of  hysterics  is  a  superficial 
inguinal  hyperesthesia. 

The  cautious  care  exercised  by  my  celebrated  master,  Prof.  Char- 
cot, in  approaching  every  case  of  hysteria,  has  given  me  an  exag- 
gerated respect  for  this  disease,  and  experience  has  taught  me  to 
be  exceedingly  guarded  in  my  prognosis  as  to  benefit  that  may 
follow  operations  in  its  presence. 

Unlike  neurasthenia,  no  fixed  morphological  pathology  has  been 
discovered  for  this  affection,  and  we  are  totally  unacquainted  with 
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its  etiology.  We  know  that  it  has  a  tendency  to  run  in  families, 
and  that  it  is  cured  by  all  sorts  and  manner  of  treatment. 

Professor  Charcot  had  great  hopes  for  the  usefulness  of  hypno- 
tism in  its  treatment.  We  know  it  is  most  frequently  met  with  in 
those  of  a  neurotic  diathesis,  and,  in  consequence,  continued  nerve- 
irritation  from  any  source  is  liable  to  start  it  into  activity. 

It  is  frequently  seen  in  connection  with  disease  of  the  pelvic 
organs,  yet  it  often  persists  after  the  pelvic  disease  is  cured.  On 
the  other  hand,  pelvic  operations  have  often  cured  a  patient  of 
hysteria,  but  innumerable  other  treatments  have  cured  it  also. 

Dr.  S.  G.  Webber,  of  Boston,  related  a  case  to  me  of  a  woman 
bedridden  for  six  years  who  was  suddenly  cured  by  self-suggestion 
following  prayer  by  her  minister.  During  her  confinement  she  had 
presented  many  of  the  graver  manifestations,  including  paralysis. 

Let  us  now  go  to  the  consideration  of  insanity.  Insanity  is  an 
abnormal  condition  of  the  mental  faculties.  It  may  be  due  to 
defective  development,  acquired  disease,  or  natural  decay. 

Following  out  the  ideas  of  Brown-Sequard,  Dr.  A.  T.  Hobbs, 
in  a  recent  paper,1  says  :  "Two  theories  may  be  offered  why  inflam- 
matory diseases  of  the  uterus  and  its  adnexa  are  potent  etiological 
factors  in  exciting  alienation  in  females :  the  reflex  theory,  and 
the  internal  secretion  theory.  The  innervation  of  all  the  pelvic 
organs  is  supplied  chiefly  by  the  inferior  hypogastric  plexus,  pos- 
sibly the  most  important  of  all  the  nerve  plexuses,  controlling  as 
it  does  the  delicate  and  complex  organic  mechanism  charged  with 
the  reproduction  of  the  human  species.  The  constant  irritation  of 
these  lower  nerve  centres  incidental  to  local  disease  must  react 
upon  the  higher  centres,  begetting  in  some  the  delusional  mani- 
festations which  determine  mental  alienation." 

In  the  recent  physiological  theory  of  internal  secretion,  we  may 
find  the  true  solution  of  the  deleterious  effects  that  diseased  sexual 
organs  exercise  upon  the  distant  nerve  centres.  Some  physiologists 
claim  that  "  there  is  a  normal  and  constant  contribution  of  specific 
material  by  the  reproductive  glands  to  the  blood  or  lymph  and 
then  to  the  whole  body."2  If  the  secretion  theory  is  worthy  of 
consideration,  and  I  think  it  is,  and  those  glands  give  off  ele- 

1  American  Journal  of  Obstetrics,  August,  1898. 

-  American  Text-book  of  Physiology,  ed.  1896,  p.  901,  and  Annals  of  Gynecology  and  Pedi- 
atry, November,  1897,  p.  81. 


DISEASES  OF  FEMALE   GENERATIVE  ORGANS. 


203 


nients  necessary  to  the  economic  equilibrium,  it  is  possible  that  in 
the  presence  of  diseased  conditions  they  may  give  off  vitiated 
elements  that  act  as  toxins,  and  the  implantation  of  pathologic 
conditions  upon  these  organs  must  in  no  usual  degree  disturb  the 
mental  equilibrium,  especially  in  those  predisposed  to  mental 
weakness. 

Jacobs,  of  Brussels,  in  conversation  with  Lapthorn  Smith,  of 
Montreal,  said  he  gave  powdered  cow's  ovaries  to  his  patients 
suffering  the  nervous  troubles  from  induced  menopause,  and  that 
he  had  cured  several  cases  of  insanity  with  this  remedy.  This  is 
very  strong  evidence  that  the  ovaries  do  secrete  elements  to  the 
system  essential  to  its  equipoise. 

Krafft-Ebing  divides  insauity  into  two  great  groups  :  disorders 
of  the  developed  brain  and  those  due  to  arrest  of  brain  develop- 
ment. The  last  comprises  idiocy  and  cretinism,  which  are  incur- 
able, and,  therefore,  do  not  enter  into  this  consideration  of  the  sub- 
ject. The  other  affections,  as  melancholia,  mania,  acute  delirium, 
periodic  insanity,  moral  insanity,  hypochondria,  hallucinations, 
hysteria,  all  belong  to  the  developed  brain. 

Huxley  says  that  in  all  intellectual  operations  we  have  to  dis- 
tinguish two  sets  of  successive  changes,  one  in  the  physical  basis 
of  consciousness,  and  the  other  in  consciousness  itself.  As  it  is 
very  necessary  to  keep  up  a  clear  distinction  between  these  two 
processes,  he  says,  let  one  be  called  neurosis,  and  the  other  'psycho- 
sis. It  is  in  the  clear  light  of  this  definition  that  I  make  use  of 
the  word  "psychosis." 

As  in  our  consideration  of  hysteria  as  a  psychosis  in  which  the  pre- 
disposition may  be  brought  into  active  manifestation  by  a  multitude 
of  point  depart,  from  which  must  not  be  eliminated  diseases  of  the 
pelvic  organs  as  an  exciting  cause,  so  must  these  diseases  be  given 
due  consideration  in  the  etiology  and  treatment  of  various  forms  of 
insanity ;  and  the  clinical  facts  that  are  appearing  from  time  to 
time,  following  the  work  of  the  gynecologist  upon  the  insane,  are 
rapidly  assuming  the  proportions  of  statistics  which  demand,  and 
cannot  fail  of  careful  and  intelligent  consideration  by  both  the  pro- 
fession and  the  laity,  the  result  of  which  will  be  that  at  no  distant 
day  the  gynecologist  will  be  a  regularly  appointed  officer  attached 
to  all  of  our  asylums. 

Dr.  A.  T.  Hobbs,  Assistant  Physician  to  the  Ontario  Asylum 
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for  the  Insane,  in  a  recent  paper,1  states  that  upon  examination  of 
750  females  in  the  asylum,  one-sixth  of  them  were  found  to  be 
suffering  from  disease  of  the  pelvic  organs. 

He  gives  in  detail  the  surgical  treatment  of  thirty-two  cases  of 
general  surgery,  in  none  of  whom  resulted  any  mental  improve- 
ment. He  then  says  with  reference  to  the  gynecic  cases  :  11  The 
following  observations  apply  to  110  cases  comprising  the  number 
operated  upon,  exclusive  of  a  number  of  cases  too  recent  to  be  pre- 
sented in  this  report." 

It  appears  that  those  operations  cover  a  period  of  over  two  years. 
Thirty-six  per  cent,  were  completely  restored  mentally;  29  per 
cent,  showed  an  improved  mental  status.  In  29  per  cent,  the 
mental  condition  remained  stationary  and  3  per  cent.  died.  He 
gives  details  of  the  diseased  conditions  and  operations  performed, 
and,  in  analyzing  the  results,  notes  that  improved  mental  condi- 
tions followed  the  relief  of  a  certain  class  of  utero-ovarian  disease 
of  inflammatory  origin. 

In  closing,  he  says  :  "  I  must  emphatically  state,  however,  that 
many  of  those  who  recovered  their  reason  would  not  have  done  so 
without  surgical  interference.  The  almost  instantaneous  resolution 
of  the  mental  faculties  in  some,  and  the  steady  evolution  of  the 
normal  cerebral  functions  in  others,  cannot  but  afford  incontrover- 
tible evidence  in  support  of  the  relations  of  physical  cause  and 
mental  effect." 

Replying  to  a  letter  of  inquiry,  Dr.  T.  K.  Holmes,  of  Chatham, 
Ontario,  writes: 

"  My  experience  with  nervous  affections  due  to  pelvic  disorders 
is  gathered  from  private  practice  entirely,  and  embraces  31  cases  ; 
28  were  puerperal  mania,  and  3  were  cases  of  melancholia. 

"  Fourteen  of  the  former  and  three  cases  of  melancholia  have 
been  published.  A  detailed  account  of  the  fourteen  published 
could  be  seen  in  the  Medical  Library  at  Washington,  and  the 
three  cases  of  melancholia  I  send  to  you  by  this  mail.  The  fol- 
lowing will  show  the  chief  features  of  all  the  thirty-one  cases  : 

"  One  case  of  abscess  of  ovary,  laceration  of  perineum  and  cer- 
vix. Ovary  removed  by  abdominal  route,  and  cervix  and  perineum 
repaired.    Cured  of  mental  and  physical  ailments. 


1  American  Journal  of  Surgery  and  Gynecology,  vol.  xi.,  No.  1,  p.  1. 
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"  One  case  of  vaginitis.  Prompt  recovery  of  mind  on  vagina 
being  cured. 

"  Twelve  cases  of  lacerated  cervix  with  subinvolution  of  uterus 
and  glairy  cervical  discharge.  Eleven  cases  were  cured  of  mania, 
and  one  improved.    All  restored  physically. 

"  Fourteen  cases  of  lacerated  cervix  and  perineum,  with  varying 
degrees  of  subinvolution,  endometritis,  menorrhagia,  and  leucor- 
rhea.  Of  these  thirteen  were  cured  mentally  and  physically,  and 
one  committed  suicide  about  six  weeks  after  leaving  the  hospital. 

"  I  have  never  known  a  case  of  puerperal  mania  in  which  exami- 
nation of  the  pelvic  organs  did  not  reveal  some  gross  lesion,  usually 
laceration  of  the  cervix,  and  I  am  certain  nearly  every  case  will 
recover  mentally  after  the  lesion  is  cured. 

"  I  am  not  a  specialist,  but  a  general  practitioner,  and  so  will 
not  be  considered  as  viewing  these  cases  as  an  enthusiast  might  be 
liable  to  do." 

The  three  cases  of  melancholia  mentioned  were  all  caused  by 
uterine  fibroids, and  were  restored  to  mental  health  by  their  removal.1 

In  answer  to  my  request,  Dr.  T.  J.  W.  Burgess,  Superintendent 
of  the  Protestant  Hospital  for  the  Insane  at  Montreal,  has  fur- 
nished me  with  the  details  of  the  following  three  cases  : 

Case  I. — L.  M.,  admitted  July  26,  1890,  aged  twenty  years, 
single;  hysterical  mania  of  over  a  year's  standing;  subject  to 
epileptiform  attacks,  of  which  she  was  known  to  have  as  many  as 
thirty  in  succession.  In  these  she  was  violent,  noisy,  and  destruc- 
tive. 

Examined  by  Dr.  W.  Gardner,  July  3,  1891,  who  found  intense 
ovarian  irritation  on  both  sides,  and  advised  extirpation  of  ovaries. 
Sent  to  Montreal  General  Hospital,  October  1,  1891.  Had  two 
slight  fits  on  November  19th,  and  two,  also  slight,  December  11th. 

June  10,  1892.  Has  had  no  fits  during  last  six  months,  and 
was  today  discharged  in  excellent  bodily  and  mental  health. 

Shortly  after  her  discharge  she  returned  to  Eugland,  her  native 
land,  and  a  letter  from  her,  dated  October  30,  1892,  informed  me 
that  she  had  kept  quite  well  up  to  that  date. 

Case  II.— E.  H.  B.,  admitted  December  29,  1891,  aged  thirty- 
four  years,  married,  three  children.   Attack  began  fourteen  months 


1  American  Gynecological  and  Obstetrical  Journal,  October,  1898. 
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before,  two  months  after  birth  of  last  child  (she  had  had  puerperal 
fever  after  birth  of  second  child).  Became  depressed,  and  ran  down 
physically,  finally  developed  into  a  case  of  suicidal  melancholia. 

Examined  by  Dr.  W.  Gardiner,  January  8,  1892,  who  found 
endometritis,  laceration  of  perineum  and  cervix,  with  probably  dis- 
ease of  right  ovary.  March  22d  removed  to  hospital  for  operation, 
which  was  successfully  performed,  right  ovary  being  removed  and 
lacerations  of  perineum  and  cervix  repaired.  Made  a  good  recovery 
after  the  operation,  and  at  once  began  to  gain  both  mentally  and 
bodily. 

May  1st  discharged  recovered,  and  has  continued  well  since. 

Case  III. — M.  A.  C,  admitted  June  7,  1894,  aged  forty  years, 
married,  seven  children;  mania  of  over  six  months'  duration,  with 
strong  suicidal  and  homicidal  tendencies.  Imagined  she  had  an 
abnormal  growth  in  the  uterus,  which  was  sure  to  cause  her  death. 
Two  previous  attacks,  one  eighteen  years  before,  which  lasted  a 
week,  and  another  eight  years  before,  which  lasted  two  months. 

Examined  by  Dr.  Alloway,  July  3,  1894,  who  found  a  retrover- 
sion of  the  uterus,  slight  endometritis,  slight  cystocele  and  rec- 
tocele. 

Sent  to  Montreal  General  Hospital  for  operation,  July  17,  1894, 
which  consisted  of  anterior  and  posterior  colporrhaphy  and  repair- 
ing cervix. 

Returned  from  hospital  August  20th.  August  21st,  still  talks 
of  suicide,  but  does  some  sewing ;  since  operation  has  completely, 
lost  her  idea  of  suffering  from  a  tumor.  From  this  time  on  there 
was  an  appreciable  though  very  slow  improvement  up  to  December 
19,  1895,  when  she  was  regarded  as  well  both  bodily  and  mentally, 
and  accordingly  discharged,  sixteen  months  after  operation.  Has 
since  continued  quite  well. 

Dr.  McNaughton  Jones  presented  a  paper  before  the  British 
Gynecological  Society,  May  11,  1893,  treating  of  uterine  reflexes. 
The  position  he  takes  is  more  radical  than  I  think  most  of  us 
would  indorse,  and  probably  his  opinion  has  been  modified  since 
then.  But  the  influence  of  pelvic  disease  in  the  causation  or  aggra- 
vation of  insanity  is  receiving  widespread  attention. 

Dr.  Robert  Barnes,  Honorable  President  of  the  British  Gyneco- 
logical Society,  as  long  ago  as  1893  advocated  the  appointment  of 
a  special  medical  commission  to  examine  all  the  female  insane  con- 
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fined  in  public  asylums,  with  a  view  of  correcting  any  existing  dis- 
ease of  the  pelvic  organs.1 

Although  there  are  some  neurologists  of  note  who  are  opposed 
to  all  gynecic  theories  of  nervous  disease,  there  are  others  of  equal 
reputation  who  consent  that  they  are  correlated. 

In  a  discussion  at  the  College  of  Physicians,  Philadelphia,  on 
"  The  Relation  of  Nervous  Diseases  in  Women  to  Pelvic  Disor- 
ders," Dr.  Weir  Mitchell  said  :  "  Insanities  of  various  types  in 
women  occur  in  which  the  menstrual  period  is  sometimes  the  orig- 
inal and  sometimes  the  determinable  cause  of  the  mental  disease."2 
In  the  same  discussion  he  reported  a  case  of  homicidal  mania,  one 
of  melancholia,  and  one  of  nymphomania  at  the  epochs  only,  cured 
by  pelvic  surgery. 

Dr.  C.  K.  Mills  admitted  that  11  Neurasthenia  in  some  instances 
seems  to  be  directly  traceable  to  pelvic  disease." 

Pursuing  this  discussion,  Dr.  J.  H.  Lloyd  said  of  hysteria  : 
u  It  is  conceivable  that  it  might  be  started  by  a  diseased  ovary,  or 
ovarian  tumor,  extensive  cervical  lesion,  or  lesions  of  the  floor  of 
the  pelvis,  and  in  these  cases  operative  interference  might  favorably 
affect  the  hysterical  manifestations." 

Rohe,  out  of  a  large  asylum  experience,  has  said  that  he  believes 
that  many  cases  of  insanity  in  women  are  dependent  upon  pelvic 
disease,  and  are  cured  or  benefited  by  operations. 

Dr.  Wharton  Sinkler  believes  that  the  removal  of  the  ovaries 
for  the  cure  of  nervous  disorders  leaves  the  majority  of  women  in 
a  worse  condition  than  before,  and  my  experience  agrees  with  this, 
for  to  the  original  neuroses  we  have  the  added  symptoms  of  the 
premature  menopause,  and  these  considerations  have  led  me  to  be  a 
warm  advocate  of  conservative  operations  upon  the  ovary.  But  I 
think  it  safe  to  say  that  the  day  is  gone  by  where  healthy  ova- 
ries are  removed  for  the  relief  of  any  disorder  except  nymphomania. 

No  one  will  deny  that  frequently  cases  of  both  slight  and  pro- 
found nervous  disturbance  exist  that  have  no  connection  with 
pelvic  lesions  ;  and,  on  the  other  hand,  we  claim  that  sometimes  the 
worst  cases  of  nervous  disease  have  their  origin  in  the  long-con- 
tinued and  tormenting  irritation  of  some  pelvic  disease,  and  that 
they  disappear  when  the  pelvic  disease  is  cured. 

1  Transactions  of  the  British  Gynecological  Society,  special  meeting,  May  25,  1893. 

2  University  Medical  Magazine,  vol.  ix.,  No.  G. 
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Dr.  Ernest  Hall,  of  Victoria,  B.  C,  furnished  me  with  the 
details  of  a  patient  suffering  with  suicidal  mania,  confined  three 
years  in  an  asylum,  who  was  comparatively  restored  to  mental 
health  after  the  removal  of  cystic  ovaries  aud  diseased  and  adherent 
tubes.1 

In  the  same  letter  he  says  the  asylum  authorities  are  about  to 
erect  a  hospital  ward  with  operatiug-room  for  the  surgical  care  of 
the  inmates,  which  is  a  step  in  the  right  direction  and  an  added 
evidence  that  those  poor  creatures  are  to  be  given  this  additional 
help  to  mental  recovery. 

Dr.  John  Young  Browu,  in  two  papers  presented  before  the 
Kentucky  State  Society,  the  first  in  1893,  and  the  second  in  1894,2 
gives  the  results  of  a  number  of  operations  upon  the  insane,  with 
gratifying  results  in  both  the  physical  and  mental  status  of  the 
patients. 

The  importance  of  the  subject  and  the  wealth  of  recent  litera- 
ture bearing  upon  it  have  led  me  already  beyond  the  limits  I  orig- 
inally intended,  and  much  as  I  would  like  to  quote  at  length  the 
favorable  results  that  have  followed  the  work  of  Prof.  George  H. 
Rohe,  and  Drs.  W.  P.  Manton,  W.  Gill  Wylie,  Joseph  Price, 
Greig  Smith,  Routh,  Baker  Brown.  Their  experience  is  published 
and  easily  obtained,  and  supports  the  ground  I  am  defending,  viz., 
that  the  removal  of  pathological  conditions  in  the  pelvis  is  frequently 
followed  by  the  cure  of  the  great  neuroses  and  of  insanity  in  the 
female. 

As  a  conclusion  to  my  argument  I  cannot  do  better  than  quote 
in  extenso  the  report  of  a  celebrated  case  which  occupied  the  public 
prints  at  the  time,  and  which  was  presented  by  the  attending  physi- 
cians at  a  meeting  of  the  College  of  Physicians,  February  3,  1897, 
and  appeared  in  the  University  Medical  Magazine  for  March,  page 
419. 

"  The  case  is  one  of  mental,  or,  rather,  moral,  disorder  (klepto- 
mania) in  an  hysterical  woman,  the  subject  of  chronic  uterine  and 
rectal  disease.  It  is  of  some  interest  from  the  stand-point  of  medical 
jurisprudence,  as  the  unfortunate  patient  was  proceeded  against 
legally  iu  England,  and  having  by  advice  of  counsel  submitted  a 
plea  of  guilty  of  larceuy,  received  a  severe  sentence  of  imprison* 

1  The  Canadian  Practitioner,  April,  1898. 

5  Transactions  Kentucky  State  Society,  1893-94. 
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merit,  being  liberated,  however,  through  the  interference  of  the 
Home  Secretary,  upon  the  medical  testimony  submitted.  Her  hus- 
band being  an  American  citizeu  of  high  reputation,  the  good  offices 
of  the  American  Embassy  were  used  in  her  behalf,  and  the  case  at 
the  time  excited  considerable  attention  in  the  public  prints. 

"  Upon  Mrs.  C.'s  liberation,  husband  and  wife  sailed  for  home, 
and,  before  proceeding  to  the  Western  city  in  which  they  reside, 
came  to  Philadelphia  for  the  purpose  of  consulting  Dr.  L.  W. 
Steinbach,  who  saw  the  patieut  for  the  first  time  on  November 
29th,  two  days  after  she  had  landed  from  England.  The  next  day 
he  made  a  careful  examination. 

"  He  found  that  the  uterus  was  hypertrophied  to  one  and  a  half 
times  its  normal  size  ;  the  mucous  membrane  was  irregularly  rough- 
ened and  bled  on  the  slightest  touch  by  the  sound.  The  cervix  had 
a  bilateral  laceration,  more  extensive  on  the  left  side.  The  tear  was 
well  cicatrized.  The  rectum  was  found  to  be  fissured  below,  ulcer- 
ated above.  There  were  evidences  of  former  ulcers  that  had  cica- 
trized, and  several  large  turgescent  arterio-veuous  varicosities 
(hemorrhoids)  which  bled  freely.  Dr.  Steinbach  advised  removal 
of  the  patient  to  the  Polyclinic  Hospital,  where,  after  preparatory 
treatment  for  a  few  days,  the  patient  was  anesthetized  with  ether, 
the  sphincter  ani  dilated,  and  the  fissures  cauterized. 

"  The  uterus  was  curetted  and  trachelorrhaphy  performed  by  de- 
nudation of  the  cicatricial  tissue  and  suturing  with  silkworm-gut. 

"  The  patieut  subsequent  to  the  operation  complained  of  discom- 
fort to  a  greater  extent  than  is  usual  with  those  undergoing  similar 
treatment.  The  temperature  remained  normal  throughout  the  con- 
valescence. 

"  Before  operation  and  subsequently  upon  various  examinations 
by  Drs.  Weir  Mitchell  and  Solis-Cohen,  in  consultation  with  Dr. 
Steinbach,  a  history  was  gradually  obtained  substantially  and  suc- 
cinctly as  follows : 

"  The  patient  is  thirty-four  years  of  age,  and  has  been  married 
eleven  years.  She  had  one  child,  ten  years  old,  and  no  other  preg- 
nancy. During  pregnancy  she  suffered  much  from  hemorrhoids, 
and  was  operated  upon,  and  since  then  has  been  subject  to  prolapse 
of  the  rectum,  at  times  causing  much  distress. 

"  Previous  to  fifteen  months  ago  she  had  suffered  little  from 
dysmenorrhea.    The  menstrual  How  was  excessive,  but  otherwise 
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normal.  She  had  never  been  accustomed  to  rest  during  menstrua- 
tion, although  she  would  often  faiut  on  going  into  a  hot  room  or 
being  excited  at  that  time.    About  fifteen  months  ago,  following  a 

O  O     7  O 

wetting  during  menstruation,  the  flow  ceased,  and  the  patient  was 
confined  to  bed  for  some  days  with  headaches  and  feverish  symp- 
toms. Since  then  there  has  been  no  real  menstrual  flow  ;  there  was 
more  or  less  offensive  discharge  at  irregular  times,  and  after  two  or 
three  months  a  slight  wetting  of  the  diaper  at  what  should  have 
been  the  menstrual  period.  For  some  days  preceding  this  there 
was  considerable  pain  in  the  back  and  abdomen,  the  patient  showed 
great  nervous  irritability  aud  excitement,  and  the  tendency  to  head- 
ache and  to  fainting  became  exaggerated.  The  patient  was  at  times 
subject  to  palpitation  of  the  heart. 

11  Inquiry  into  the  patient's  mode  of  life  showed  she  had  been 
'  ever  on  the  go,'  her  day  being  one  of  excitement  rather  than 
mental  occupation.  She  had  always  been  fond  of  social  pleasures 
and  of  shopping,  but  her  husband,  though  by  no  means  so  wealthy 
as  report  declares,  has  been  fully  able  to  gratify  her  in  these  respects 
without  any  necessity  for  her  to  resort  to  larceny. 

"  In  person,  Mrs.  C.  is  of  medium  height,  somewhat  fleshy,  but 
of  good  form  ;  the  skin  is  fair  and  smooth,  the  muscles  well  devel- 
oped, though  somewhat  flabby.  The  cheeks  are  constantly  flushed  ; 
the  left  face  is  moved  less  than  the  right,  this  difference  being  easily 
observed;  the  eyes  are  roving  and  restless.  In  London  (the  hus- 
band states)  she  heard  voices  and  would  go  to  the  door  to  listen. 
Later  these  were  also  heard  at  night.  She  was  born  with  some  foot 
trouble,  walked  at  five  years,  and  wore  irons. 

"  Dr.  Solis-Cohen  found  no  disease  of  the  heart  or  lun^s, 

O  7 

although  the  second  sound  of  the  heart  was  somewhat  accentuated, 
aud  the  patient  exhibited  the  familiar  signs  of  vasomotor  insta- 
bility. Digestion  was  normal.  Nothing  pathological  was  detected 
by  either  of  us  in  the  urine.  At  our  request,  Dr.  D.  D.  Stewart 
also  carefully  examined  the  urine,  with  the  result  of  finding  it 
practically  a  typically  normal  fluid ;  the  quantity,  which  had  been 
scanty  just  after  the  operation,  having  increased  at  the  time  of  our 
examination  to  1200  c.c.  in  twenty-four  hours  during  rest. 

"  Concerning  the  offence  for  which  the  patient  was  prosecuted  in 
England,  it  is  unnecessary  to  enter  into  detail  further  than  to  say 
that  through  sending  to  a  shop  to  be  matched  an  article  which  had 
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been  abstracted  from  that  very  place,  and  to  which  the  price-mark 
remained  attached,  suspicion  was  aroused,  and  various  articles,  some 
of  value,  some  of  no  value,  and  many  for  which  she  could  have  no 
possible  use  (including  a  toasting-iron,  some  common  towels,  and 
plated  spoons  marked  with  the  name  of  a  hotel  on  the  continent) 
were  found  in  the  patient's  trunk.  She  was,  therefore,  arrested 
and  brought  to  trial,  with  the  result  stated. 

"  The  husband  consulted  Dr.  G.  H.  Savage,  Dr.  M.  L.  Gabriel, 
and  Dr.  W.  C.  Grigg,  who  united  in  the  opinion  that  she  was  men- 
tally and  morally  irresponsible  for  the  offence,  and  that  the  exciting 
cause  of  her  mental  unbalancing  was  uterine  disease  with  aggrava- 
tion from  the  condition  of  the  rectum.  Dr.  Savage  concludes  his 
opinion  by  saying  :  '  I  am  used  to  seeing  cases  of  so-called  klepto- 
mania. They  are  not  uncommon  among  people,  more  particularly 
women,  belonging  to  the  upper  and  middle  classes.  They  are  con- 
monly  met  with  in  women  who  have  some  uterine  trouble  which  might 
lead  to  hysteria  or  allied  nervous  troubles.  The  characteristics  of 
the  disorder  are  chiefly  seen  in  the  unreasonable  nature  of  the  acts, 
things  of  various  value  and  interest  being  taken,  and  risk  of  detec- 
tion run  being  out  of  all  proportion  to  the  value  of  the  goods  taken. 
I  do  not  think  that  Mrs.  C.  had  reasonable  knowledge  of  the  acts 
of  which  she  was  accused,  and  I  believe  she  would  suffer  seriously 
from  detention  in  a  prison  or  asylum.  She  is  of  the  class  to  which 
kleptomaniacs  belong,  and  one  must  not  expect  to  find  other  signs  of 
insanity  in  her.' 

"  Dr.  Gabriel  testified  that  he  had  seen  the  patient  some  six 
months  previously,  shortly  after  her  arrival  in  England ;  that  she 
was  then  suffering  from  frequent  attacks  of  headache  and  irregu- 
larity and  scautiness  of  the  menstrual  flow ;  that  she  was  extremely 
neurotic,  and  that  he  had  then  advised  rest  and  freedom  from 
excitement. 

"  Dr.  Griggs's  opinion  was  substantially  the  same  as  those  quoted 
above.  He  likewise  says:  '  I  should  mention  that  on  November 
3d,  when  I  last  saw  Mrs.  C,  her  monthly  period  had  commenced. 
This  would  point  to  the  fact  that  at  the  time  she  took  the  articles 
charged  in  the  indictments  she  must  have  been  going  through  her 
monthly  period,  at  which  time  her  illness  would  be  most  likely  to 
cause  mental  disturbance.'  In  a  letter  to  Dr.  Steinbach  he  describes 
the  uterine  conditions  as  follows  :  '  The  fundus  is  extremely  tender  ; 
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by  conjoint  examination  the  cervix  and  body  as  far  as  one  can 
reach,  under  these  circumstances,  very  hard  (at  or  on  the  left  side 
of  the  os),  indicating,  to  my  mind,  some  previous  inflammation  of 
these  organs.  The  uterine  sound  passes  four  and  a  quarter  inches, 
the  fundus  of  the  uterus  is  irregular,  and  iu  some  parts  rough  and 
nodular.  It  is  very  sensitive  to  the  touch,  producing  considerable 
pain,  which  continues  for  many  hours.  There  is  slight  hemorrhage, 
although  great  care  was  taken  in  making  the  exploration.  She  has 
also  a  constant  offensive  discharge.  She  will  inform  you  that  for 
the  last  twelve  months,  in  consequence  of  severe  wetting  during 
menstruation,  she  has  had  a  very  slight  loss  at  these  times.  I  aw 
the  diapers,  and  verify  to  the  truth  of  these  statements.  As  she 
could  not  remain  in  England  for  treatment,  I  have  advised  Mr.  C. 
to  consult  you.' 

"  In  his  testimony  submitted  to  the  Home  Secretary,  he  adds, 
'  She  is  intensely  neurotic.  The  condition  of  things — a  disease  of  the 
upper  portion  of  the  uterus — is  a  very  common  accompaniment  of 
various  forms  of  mania  in  women,  such  as  melancholia,  religious 
mania,  nymphomania,  and  I  have  seen  it  in  several  cases  of  klepto- 
mania. It  is  invariably  coupled  with  much  mental  disturbance. 
The  condition  I  discover  is  quite  sufficieut  to  account  for  any  form 
of  mental  vagaries  which  are  so  well  known  to  affect  a  certain  class 
of  women  (neurotic)  with  disordered  menstruation.  Her  bowel 
condition  would  aggravate  this.'' 

"  In  explauation  of  the  plea  of  '  Guilty'  entered  at  the  trial  in 
England,  Mr.  C.  stated  that  it  was  by  advice  of  counsel,  as  a 
successful  defence  under  the  plea  of  kleptomania  would  have  neces- 
sitated the  immediate  commitment  of  his  wife  to  an  asylum  for  the 
insane,  and  the  physicians  whom  he  consulted  were  of  the  opinion 
that  this  would  tend  to  aggravate  rather  than  relieve  her  mental 
disorder." 

The  facts  given  above  are  sufficient  to  show  the  main  points  upon 
which  Dr.  Mitchell  has  based  his  analysis  of  the  mental  phenomena 
of  this  case,  with  which  it  is  almost  superfluous  to  state  that  we  are 
in  complete  concurrence. 

The  following  extracts  are  taken  from  Dr.  Mitchell's  opinion  : 
"January  20,  1897.    I  have  carefully  examined  Mrs.  C,  and 
have  considered  the  papers  which  bear  upon  her  case.    I  have  also 
had  a  long  talk  with  her,  with  her  husband,  with  the  physician  and 
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surgeon  who  have  had  her  in  more  immediate  charge,  and  I  have 
read  the  report  of  the  English  experts  ;  also,  I  have  had  the  advan- 
tage to  read  the  newspaper  cuttings  giviug  the  details  of  the  trial, 
and  I  have  read  the  Home  Secretary's  order  for  her  release. 

"  It  is  clear  to  me  that  Mrs.  C.  has  for  some  time  been  in  the 
habit  of  taking  objects  of  no  use  aud  of  little  value  or  of  great 
value.  It  is  known  that  for  these  thefts  there  was  uo  excuse,  as 
she  has  been  reasonably  supplied  with  money  for  a  person  in  her 
condition  of  lite. 

"  I  do  not  believe  that  Mrs.  C.  had  auy  clear  uotion  of  the  nature 
of  her  acts,  or  of  their  consequence,  aud  I  am  of  the  opinion  that 
very  positive  aud  long-neglected  uterine  and  rectal  disease  had 
much  to  do  with  the  disorder  of  mind  from  which  she  has  suffered, 
and  which  is  apt  to  be  associated  with  hysterical  conditions. 

"  Had  I  been  in  England  at  the  time  of  the  trial  I  should  not 
have  agreed  with  the  lawyer  as  to  her  plea.  In  my  opinion,  she 
should  have  pleaded  insanity,  accepted  the  commitment  to  an  iusane 
asylum  for  two  or  three  months,  and  been  released  therefrom.  She 
is  now  under  a  stigma  from  which  it  will  be  difficult  to  escape,  that 
of  having  pleaded  guilty.  This  involves  long  explanations  ;  the 
plea  of  insanity  would  have  involved  none. 

"  I  think  her  hysterical,  weak,  and  unbalanced,  but  not  crim- 
inal. It  is  characteristic  of  her  form  of  mental  disorder  that  she 
should  show  no  other  obvious  signs  of  insanity  than  the  over- 
whelming tendency  which  belongs  to  her  form  of  monomania." 

The  surgical  treatment  of  the  case  has  already  been  described. 
The  medical  treatment  consisted  simply  in  rest,  nourishment,  and 
massage. 

"  The  menses  appeared  on  December  10th,  and  ceased  four  days 
later,  reappearing  in  due  time,  and  again  lasting  four  days.  The 
flow  seemed  normal  in  character  and  quantity.  The  patient  had 
left  the  hospital  on  December  28th,  and  the  course  of  treatment 
above  outliued  was  then  continued  for  some  three  weeks  at  the 
home  of  her  sister. 

''On  January  25th  she  left  Philadelphia  for  her  home,  appar- 
ently perfectly  recovered  physically,  and  with  these  symptoms  of 
mental  improvement  that,  whereas  when  first  seen  she  seemed  rather 
to  enjoy  the  excitement  of  the  doctors'  visits  and  questioning,  pari 
passu  with  her  physical  improvement  there  seemed  to  develop  abash- 
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ment,  if  not  shame,  and  contrition  for  the  acts  was  added  to  the 
regret  for  the  trouble  brought  upon  her  husband,  which  had  previ- 
ously seemed  to  be  her  only  cause  of  grief. 

"  To  the  purely  scientific  account  of  this  case,  and  in  explanation 
of  our  departure  from  usual  reserve,  it  seems  proper  to  add  that 
this  full  and  frank  report  of  a  case  easy  to  identify  has  been  made 
with  the  concurrence,  and,  indeed,  at  the  wish  of  the  patient's  hus- 
band. Although  subjected  in  botli  the  secular  and  medical  press 
to  harsh  and  unmerited  criticism,  he  has,  by  our  advice,  refrained, 
as  have  we,  from  stating  to  the  many  newspaper  men  who  have 
sought  interviews,  the  facts  that  amply  justify  him,  as  well  as  the 
physicians  who  testified  to  the  British  Home  Secretary  concerning 
the  patient's  condition,  and  the  friends  who  interested  themselves 
in  her  and  his  behalf,  and  furnish  a  complete  reply  to  the  remarks 
attributed  to  the  trial  justice. 

"  This  communication,  however,  places  the  material  facts  upon 
record  in  a  becoming  manner,  so  that  if  necessity  should  arise  they 
may  be  referred  to  for  auy  proper  purpose." 

Here  is  a  case  which,  because  of  the  prominence  of  the  English 
physicians  who  had  examined  and  rendered  an  opinion  in  it,  and 
because  of  the  unusual  publicity  and  widespread  interest  taken  in 
it  by  the  public,  we  may  reasonably  suppose  was  approached  with 
more  than  ordinary  care  and  circumspection  by  the  prominent  med- 
ical men  called  in  Philadelphia,  one  of  whom  we  recognize  as  a 
man  of  unusual  ability,  well  known  in  the  world  of  letters  as  well 
as  a  leader,  if  not  the  leading  mind  in  his  specialty  of  neurology. 
All  three  of  the  English  physicians  consulted  will  be  recognized  as 
authorities  in  their  special  departments  of  medicine,  aud  they  united 
in  a  sworn  statement  to  the  English  Home  Secretary  that  her  men- 
tal irresponsibility  was  directly  due  to  uterine  disease,  in  which 
opinion  the  American  authorities  mentioned  agreed. 

The  language  used  by  Dr.  Gr.  H.  Savage  aud  by  Dr.  W.  C. 
Grigg  is  particularly  important  regarding  the  relation  of  pelvic 
disease  to  nervous  and  mental  disorders,  and  is  based  upon  a  wide 
and  varied  professional  experience.  I  look  upon  this  case  and  the 
testimony  it  has  brought  out  from  the  medical  attendants  as  having 
the  greatest  value  in  support  of  the  position  that  disease  of  the 
female  generative  organs  is  often  the  direct  cause  of  nervous  aud 
mental  affectious. 
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Since  this  paper  was  written  I  have  received  a  reprint  from  Dr. 
R.  M.  Bucke,1  Superintendent  of  the  London  Insane  Asylum, 
Outario,  giving  details  of  over  one  hundred  cases  operated  upon 
for  pelvic  disease,  with  most  encouraging  results  to  the  mental 
status  of  the  patients. 

Dr.  Bucke  is  neither  a  surgeon  nor  a  gynecologist,  and  declares 
that  he  writes  from  a  purely  scientific  point  of  view,  and  that  his 
observation  compels  him  to  believe  that  mental  recovery  in  many 
of  the  cases  was  directly  attributable  to  the  relief  of  local  disease 
by  surgical  intervention.  As  a  result  of  his  observations,  he  says  : 
"  You  will  not  fail  to  notice  that  these  three,  the  ovary,  the  endo- 
metrium, and  the  cervix,  are  the  most  vital,  are,  indeed,  the  crea- 
tive organs  of  the  female  sexual  system,  .  .  .  and  serious 
disease  or  even  functional  disturbance  of  them  .  .  .  always 
produce  a  profound  effect  upon  the  woman's  mental  state." 

This  paper  formed  the  annual  address  before  the  American 
Medico-Psychological  Association,  at  St.  Louis,  in  May,  1898,  of 
which  he  was  President.  In  a  letter  which  accompanied  this 
reprint,  he  says  :  "  We  go  on  steadily  with  the  work.  Have  oper- 
ated in  a  good  many  cases  since  date  of  my  paper.  Our  success 
continues  excellent." 


1  American  Journal  of  Insanity,  1898,  vol.  lv.,  No.  1. 


THE  GRAVER  NERVE  DISTURBANCES  DUE  TO 
ORGANIC  CHANGES  IN  THE 
GENITAL  ORGANS. 


By  W.  H.  HUMISTON,  M.D., 

CLEVELAND. 


I  have  noticed  a  great  discordance  and  much  dissension  both  in 
the  writings  and  discussions  of  the  neurologist  and  the  gynecologist 
wheu  this  subject  has  been  approached.  I  also  perceive  an  unusual 
amount  of  activity  of  late  on  the  part  of  the  neurologist  to  keep 
open  the  controversy.  I  feel  certain  that  we,  as  gynecologists, 
should  not  fail  to  make  our  position  clear  and  tenable.  I  am  well 
aware  that  I  have  nothing  new  to  offer  you  either  in  the  etiology  or 
pathology  or  symptomatology  of  these  disturbances  of  the  nervous 
system,  which  are  commonly  called  neurasthenia  and  hysteria,  and 
are  described  by  the  neurologists  as  fatigue  and  psychic  neuroses. 

In  looking  over  the  literature  one  must  take  care  lest  he  hope- 
lessly flounders  in  the  mass  of  arguments,  pro  and  con,  in  the 
defence  of  some  pet  theory,  urging  a  particular  pathological  condi- 
tion of  a  particular  organ  as  the  sine  qua  non  in  the  establishment 
of  the  etiological  factor.  Innumerable  cases  are  reported  by  the 
gynecologist  to  make  his  peculiar  position  defensible  ;  innumerable 
cases  are  reported  by  the  neurologist  to  make  the  former's  position 
untenable.  I  do  not  attempt  to  exculpate  those  specialists  of  the 
past  who  allowed  their  enthusiasm  to  overcome  their  reason.  I  do 
defend  those  of  today  who  relieve  the  unfortunate  neurotics  by  the 
removal  of  diseased  pelvic  organs.  I  do  not  believe  there  is  one 
member  of  this  body  who  would  assert  that  he  cau  cure  a  mental 
disease  or  a  nervous  disease  by  any  surgical  operation,  by  the  abla- 
tion of  either  a  normal  or  a  pathological  organ.  I  do  not  believe 
there  is  a  gynecologist  today  who  would  attempt  to  cure  a  mental 
disease,  or  a  nervous  disease,  or  a  mental  or  nervous  functional  dis- 
order, by  the  removal  of  a  normal,  healthy  organ.    There  is  no 
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argument  in  the  statement  that  "  it  would  be  just  as  sensible  to 
claim  a  cure  by  trimming  the  toenails  as  to  claim  a  cure  from  pelvic 
operation."  It  even  fails  in  sarcasm  because  of  its  lack  of  analogy 
and  faulty  logic.  I  have  only  to  remind  you  of  the  existence  of 
the  great  sympathetic  nervous  system  to  show  the  lack  of  similarity. 
H.  C.  Wood  calls  neurasthenia  a  "  nervous  weakness,  an  habitual 
foundation  for  hysteria,  chorea,  insanity,  and  various  nervous  dis- 
eases." Furthermore,  he  says  :  u  The  onset  is  always  gradual, 
although  at  times  the  condition  appears  to  develop  with  great  sud- 
denness. Under  these  circumstances,  however,  the  explosion  has 
been  preceded  by  a  long  train  of  more  or  less  overlooked  phenom- 
ena. Hyperesthesia  and  anesthesia  mark  the  line  where  simple 
neurasthenia  passes  into  hysteria."  Also:  "  Nervous  exhaustion 
may  in  the  beginning  affect  the  whole  of  the  nervous  system,  or  it 
may  be  at  first  purely  local  and  coexist  with  general  nervous 
strength.  In  cases  of  nervous  exhaustion  the  efforts  of  the  diag- 
nostician are  chiefly  directed  to  determining  the  cause  of  the  exhaus- 
tion. In  a  very  considerable  proportion  of  cases  which  have  been 
sent  to  me  as  suffering  from  simple  neurasthenia,  chronic  malaria, 
chronic  diarrhea,  Bright' s  disease,  or  other  organic  affections  have 
existed."  This  quotation  summarizes  all  that  I  found  in  the  litera- 
ture, and  states  concisely  my  own  opinion,  gathered  from  an  experi- 
ence of  years  of  hard  work  in  the  practice  of  general  medicine, 
supplemented  by  my  labor  in  this  special  field.  Can  an  ocular 
defect  bring  about  a  general  nervous  exhaustion  ?  Can  a  chronic 
malaria,  a  chronic  diarrhea,  a  Bright's  disease,  or  any  other  organic 
affection  cause  neurasthenia  ?  Dare  we  question  so  high  an  author- 
ity as  Dr.  H.  C.  Wood  ?  And,  lastly,  why  cannot  a  chronic  organic 
affection  of  the  uterus  or  its  appendages  cause  nervous  weakness  ? 

Recall  the  fact  that  not  so  many  years  ago  physiologists  were 
almost  ready  to  believe  that  there  must  exist  highly  specialized 
nerve  centres  or  ganglia  within  the  uteriue  muscles  (as  in  the  heart), 
in  order  to  account  for  the  rhythmic  contractions  of  the  organ  dur- 
ing labor;  also  the  fact  that  parturition  cannot  be  merely  a  reflex 
act,  because  the  pains  have  ceased  through  mental  perturbation. 
There  does  exist  one  of  the  closest  relations  between  these  organs 
in  the  pelvis  and  the  brain  and  cord.  Is  it  not  as  reasonable  to 
suppose  a  chronic  affection  of  the  uterus  may  cause  neurasthenia 
as  well  as  a  chronic  malaria?    And  can  you  not  bring  innumerable 
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cases  to  bear  witness  to  the  fact?  Can  we  then  accept  the  neurolo- 
gist's statement  that  all  idea  of  operations  upon  the  pelvic  organs 
must  be  absolutely  abandoned  ? 

What  is  the  history  obtained  by  the  gynecologist  in  those  patients 
to  whom  he  suggests  operation  ?  A  dysmenorrhea  of  long  standing 
and  becoming  more  severe  and  less  patiently  borne,  the  nervous 
symptoms  aggravated  at  each  menstrual  epoch,  and  a  markedly 
close  synchronal  relation  between  the  great  general  explosive  nerve 
seizures  and  menstruation.  Are  such  cases  without  a  correlation  ? 
My  experience  has  taught  me  to  give  with  assurance  a  prognosis 
favorable  to  such  a  case  following  the  correction  of  the  pelvic  diffi- 
culty. Does  the  dermatologist  refuse  to  use  mercury  and  the  iodides 
in  the  manifold  manifestations  of  eruptive  skin  disorders  due  to 
syphilitic  infection,  because  the  specific  remedy  fails  when  the  erup- 
tion is  not  dependent  upon  the  aforesaid  infection  ?  Shall  we  abau- 
don  operative  measures  for  the  relief  of  functional  nerve  disorders 
when  an  unquestionable  correlation  exists  between  such  disorders 
and  organic  pelvic  disease,  because  an  operation  has  and  does  fail 
to  cure  a  nerve  lesion  ?  In  the  last  five  years  of  my  work  I  have 
never  operated  upon  a  case  in  which  the  correlation  between  the 
diseased  pelvic  organs  and  the  nervous  symptoms  was  not  clearly 
defined  before  an  opinion  from  a  neurologist  relieved  me  of  a  doubt 
of  a  nerve  or  brain  lesion,  with  one  exception.  This  case  had  been 
confined  for  a  number  of  mouths  in  an  institution  for  the  insane. 
She  was  thirty-two  years  of  age,  had  given  birth  to  two  children, 
and  had  been  well  up  to  the  time  of  the  birth  of  the  second  child. 
She  left  her  bed,  after  this  second  labor,  before  the  end  of  a  week, 
and  cared  for  her  houehold.  Shortly  she  began  to  be  morose  and 
melancholy,  and  at  times  violent,  attempting  to  destroy  not  ouly 
her  own  life  but  her  two  children  also.  Her  general  health  was 
good,  but  on  examining  the  pelvic  organs  I  found  the  cervix  at  the 
introitus  vaginae  lacerated  and  cystic,  the  uterus  very  large  and 
retroverted,  with  prolapsed,  enlarged,  and  tender  ovaries.  I  had 
her  removed  to  my  private  hospital.  After  the  usual  preparation 
I  curetted  the  uterus,  repaired  the  laceration,  and  supported  the 
uterus  with  a  pessary.  She  showed  evident  signs  of  improvement 
within  a  very  short  time,  and  on  the  second  day  following  the 
operation  said  that  the  sense  of  pressure  and  peculiar  feeling  she 
had  had  in  the  occipital  region  had  disappeared.    One  year  and  a 
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half  afterward  we  learned  that  she  was  in  perfect  health,  bodily  and 
mentally,  and  had  increased  forty-five  pounds  in  weight. 

Case  II. — Melancholia.  Mrs.  B.  was  approaching  the  meno- 
pause. She  was  troubled  with  all  the  symptoms  accompanying 
endometritis  with  retroflexion  of  the  uterus.  Upon  close  question- 
ing and  examination  by  a  neurologist,  no  evidence  could  be  obtained 
to  attribute  the  deep  melancholic  condition  into  which  she  had  grad- 
ually fallen.  The  correction  of  the  local  condition  shortly  restored 
her  to  her  normal  plane. 

Case  III. — Neurasthenia.  Miss  S.  was  cared  for  in  Philadel- 
phia by  an  eminent  neurologist  for  simple  neurasthenia.  Every 
known  art  was  tried  to  relieve  her  condition.  After  a  number  of 
months  of  fruitless  work  an  obstetrician  and  gynecologist  of  that 
city  was  asked  to  see  the  case.  He  advised  against  any  operative 
interference.  Six  months  afterward  she  came  to  my  hospital.  I 
found  an  enlarged,  sharply  retroflexed  uterus,  but  no  disease  of  the 
appendages.  The  uterus  was  curetted  and  held  in  the  normal  posi- 
tion by  a  pessary.  She  quickly  responded  to  the  treatment,  and 
declared  herself  unusually  well  in  a  short  time.  She  has  remained 
under  my  observation  during  the  past  three  years,  and  I  know  that 
she  is  perfectly  well. 

Case  IV. — Insanity.  Miss  PL,  aged  twenty  years,  gave  a  his- 
tory of  severe  dysmenorrhea  for  the  last  four  years.  For  eight 
months  prior  to  the  time  I  was  called  to  see  her  she  had  been  kept 
under  close  surveillance  because  of  several  attempts  at  suicide 
having  been  made.  Upon  examination  I  found  an  enlarged,  re- 
troverted  uterus  and  prolapsed,  sclerocystic  ovaries  three  times  the 
normal  size.  I  curetted  the  uterus,  removed  the  diseased  appen- 
dages, and  suspended  the  uterus.  Her  recovery  was  rapid  and 
complete. 

Case  V. — Hystero-epilepsy.  Miss  G.  first  menstruated  at  the 
age  of  fourteen  years.  Two  years  later  was  injured  by  falling 
from  a  horse.  Her  next  menstruation  was  accompanied  by  severe 
pain ;  this  increased  month  by  month  until  she  became  a  nervous 
wreck.  There  developed  in  this  case  one  of  the  most  severe  forms 
of  hystero-epilepsy  I  have  ever  seen.  She  was  under  the  care  of 
several  neurologists  and  in  several  private  sanitariums  for  a  num- 
ber of  years,  but  was  finally  turned  over  to  my  care.  The  ex- 
amination showed  a  retrodisplaced  and  adherent  uterus,  with  the 
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appendages  embedded  in  a  large  inflammatory  exudate.  I  removed 
the  appendages  and  suspended  the  uterus.  Her  improvement  was 
very  marked  after  the  first  two  weeks.  She  gained  from  seventy 
to  one  hundred  and  twelve  pounds  in  a  few  months  and  is  now  the 
picture  of  perfect  health. 

Case  VI. — Hysteria.  B.  L.,  aged  eighteen  years,  had  first  men- 
struated at  the  age  of  fourteen  years,  each  period  being  accompa- 
nied by  severe  and  prolonged  pain.  When  seventeen  years  old  she 
began  to  show  evidences  of  neurasthenia,  which  general  treatment 
could  not  remedy.  This  condition  rapidly  developed  into  one  of 
the  major  forms  of  hysteria.  I  examined  under  anesthesia,  and 
found  a  sharply  anteflexed,  retroverted  uterus.  The  cervical  canal 
was  enlarged  and  filled  with  a  puriform  discharge,  and  a  large  sur- 
face of  the  cervix  was  eroded  and  the  vaults  of  the  vagina  denuded. 
Both  ovaries  were  palpable,  but  the  left  was  a  little  enlarged  and 
rounded.  I  curetted  the  uterus  and  kept  it  well  forward  by  tam- 
poning the  vagina  with  gauze.  She  steadily  improved  in  her 
physical  and  mental  condition,  and  was  dismissed  in  two  months. 
She  gained  thirty  pounds  in  an  incredibly  short  time,  and  had  no 
recurrence  of  the  hysterical  seizures,  but  she  was  still  a  neuras- 
thenic. She  again  returned  to  me  a  year  afterward.  I  found  the 
uterus  in  good  condition,  but  the  ovary  appreciably  larger.  I 
advised  its  removal.  The  family  would  not  consent.  It  is  nearly 
three  years  now  since  I  first  saw  her.  She  still  has  painful  menstrua- 
tions and  is  still  a  neurasthenic.  The  case  aptly  shows  the  natural 
development  of  hysteria  based  upon  neurasthenia.  With  the  relief 
of  the  acute  inflammatory  action  the  hysterical  symptoms  disap- 
peared, but  the  slowly  progressing  chronic  ovaritis  prevents  the 
patient  from  gaiuing  her  normal  nervous  tone. 

I  could  multiply  these  cases  many  times  from  my  records,  but  I 
have  already  said  enough  to  warrant  my  proposing  that  we,  as 
gynecologists,  jointly  make  some  effort  to  secure  for  the  women 
confined  in  our  county  and  State  institutions  for  the  insane  such 
surgical  measures  as  will,  I  know,  in  a  large  proportion,  be  a  cura- 
tive means  for  their  mental  ailment,  and  which  must,  in  a  vastly 
greater  proportion,  at  least  improve  their  condition  both  mentally 
and  physically. 
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DISCUSSION  ON  THE  PAPERS  OF  DRS.  DUNN 
AND  HUMISTON. 

Dr.  W.  E.  B.  Davis,  of  Birmingham,  Ala. — Mr.  President :  This 
country,  which  has  been  foremost  in  many  good  things,  and  particu- 
larly the  Southern  part  of  it,  has  been  the  cause  of  much  of  the  preju- 
dice against  surgical  procedures  for  the  relief  of  nervous  troubles. 
You  remember  that  Dr.  Battey,  who  is  unquestionably  the  father  of 
pelvic  surgery,  did  most  of  his  operations  without  any  knowledge  or 
conception  of  the  pathological  condition  to  be  relieved.  He  operated 
to  relieve  symptoms.  You  will  remember,  he  stated  repeatedly  that 
he  removed  the  ovaries  in  cases  in  which  he  had  failed  to  give  relief 
by  other  treatment.  The  operation  was  done  so  frequently — in  cases 
where  there  was  no  pelvic  disease,  with  bad  results — that  the  neurolo- 
gists became  prejudiced  against  surgical  procedures  for  the  relief  of 
pelvic  trouble  in  nervous  cases.  Unquestionably  the  teachings  of  Dr. 
Battey  led  largely  to  the  prejudice  that  we  see  now  on  the  part  of  the 
neurologists.  Of  course,  Dr.  Battey  and  his  followers  were  misled  in 
many  cases.  We  know  how  a  hysterical  woman  may  be  operated  upon 
and  temporarily  relieved,  it  makes  no  difference  what  the  operation  is. 
In  my  State  (Alabama)  Dr.  Battey  operated  on  a  number  of  cases  at 
the  institution  for  the  insane.    The  results  were  not  satisfactory. 

Perhaps  there  are  a  few  cases  of  this  class  in  which  the  operation 
done  by  Dr.  Battey  has  accomplished  some  good,  and  yet  no  patho- 
logical condition  was  to  be  demonstrated.  Most  good  is  obtained  in 
nervous  cases  from  operations  where  we  find  associated  with  the  nervous 
condition  marked  pathological  changes.  The  more  disease  we  are 
enabled  to  remove  the  sooner  the  patient  gets  well.  Neurologists 
expect  too  much  in  these  old  cases  of  pelvic  trouble  of  fifteen  or 
twenty  years'  standing.  If  these  patients  do  not  get  relief  at  once 
from  operative  interference  they  consider  the  operation  a  failure.  We 
might  just  as  well  expect  a  man  who  has  had  financial  reverses  extend- 
ing over  a  long  period  to  have  his  nervous  system  restored  at  once  by 
the  restoration  of  his  money.  The  nervous  system  does  not  recover  so 
quickly.  Unquestionably,  in  those  cases  where  we  find  major  pelvic 
disease  in  which  there  is  a  predisposition  to  nervous  and  mental  trouble 
there  is  no  reason  why  the  disease  should  not  be  cur,ed  if  the  pelvic 
organs  are  removed,  because  in  no  other  part  of  the  body  has  disease 
such  an  effect  upon  the  mind  and  nervous  system. 

Dr.  Lewis  S.  McMurtry,  of  Louisville,  Ky.— There  is  no  subject 
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that  can  come  before  the  profession  that  needs  a  more  thorough  venti- 
lation and  clearer  understanding  than  the  one  under  consideration. 
There  is  a  very  great  misunderstanding  existing  between  gynecologists 
and  neurologists  about  these  matters,  and  there  is  a  total  lack  of  uni- 
formity among  gynecologists  as  to  what  can  be  accomplished  by  sur- 
gery in  the  treatment  of  neuroses  in  women.  None  of  us  doubt  the 
accuracy  of  the  observations  that  are  presented  here ;  but  we  may 
differ  as  to  the  conclusions  that  are  deduced  therefrom.  We  will  have 
reports  of  cases  made  where  a  woman  has  melancholia,  such  as  Dr. 
Humiston  reported  this  morning,  and  in  which,  after  relieving  the 
endometritis  and  correcting  the  displaced  uterus,  a  cure  is  effected.  I 
do  not  doubt  the  accuracy  of  Dr.  Humiston's  observations  in  such 
cases  as  to  the  facts,  but  I  do  doubt  very  much  the  conclusions  that 
he  draws  from  them.  Let  me  illustrate  what  I  mean  :  We  may  have 
a  woman  with  an  endometritis,  a  slight  displacement  of  the  uterus,  a 
little  cystic  ovary,  perhaps,  or  a  slightly  prolapsed  ovary — those  con- 
ditions we  find  quite  frequently  associated  with  other  conditions  of  ill 
health,  and  yet  most  of  them  make  no  complaint  whatever  about  their 
pelvic  organs ;  they  have  never  requested  that  they  be  treated — or  we 
may  have  a  patient  who  complains  of  her  pelvic  organs.  Take  a  case 
of  that  kind  into  a  private  hospital,  as  Dr.  Humiston  did,  and  treat 
her  with  kindness ;  give  to  her  the  moral  support  which  comes  from 
the  attention  and  service  of  a  skilled  physician  who  commands  respect 
and  confidence  ;  take  her  away  from  home,  where  possibly  she  has  been 
leading  a  turbulent  or  monotonous  life,  and  surround  her  with  hope ; 
make  her  feel  that  she  has  something  to  live  for,  and  infuse  into  her 
some  of  that  cheerfulness  which  many  a  physician  brings  into  the  sick- 
room, and  she  will  improve.  Add  to  this  the  treatment  for  the  relief 
of  the  endometritis  and  the  restoration  of  the  slightly  displaced  uterus, 
and  a  cure  may  be  effected.  There  is  a  large  scope  here  for  errors  in 
conclusions.  When  we  find  an  obscure  neurosis  in  a  woman  the  pelvic 
organs  should  be  examined,  just  as  the  eyes  are  examined  in  other 
cases ;  and  if  there  is  a  focus  of  irritation  it  should  be  corrected.  If 
there  is  a  lesion  it  should  receive  proper  surgical  treatment,  if  required. 

Our  insane  asylums  have  furnished  numerous  instances  in  which 
apparently  incurable  cases  of  insanity  were  made  amenable  to  treat- 
ment by  surgery.  They  are  in  a  condition  to  get  well,  provided  they 
are  relieved  of  sources  of  irritation,  namely,  some  disease  of  the  pelvic 
organs.  We  could  say  the  same  thing  about  fissure  of  the  anus ;  it 
is  a  constant  source  of  reflex  disturbance  from  a  peripheral  focus ;  yet 
this  is  very  different  from  the  general  statement  that  operations  upon 
the  pelvic  organs  will  cure  insanity  and  other  formidable  neuroses. 
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Great  discredit  has  been  brought  upon  gynecology  on  account  of  abla- 
tion of  the  uterine  appeudages  for  the  cure  of  nervous  diseases.  It 
has  been  a  great  disci-edit  to  surgery.  There  is  scarcely  a  community 
but  you  will  find  these  cases,  and  it  is  only  just  to  remark  that  gyne- 
cologists are  seldom  found  doing  this  work ;  it  is  more  frequently  the 
general  surgeon.  Operations  should  be  performed  for  demonstrable 
lesions  only.  It  requires  the  most  careful  discrimination  in  the  selec- 
tion of  appropriate  cases  for  operation. 

In  regard  to  some  of  Dr.  Humiston's  cases,  I  think  he  is  misled  in 
his  conclusions.  In  the  case  he  spoke  of  as  having  cured  I  think  the 
cure  was  effected  by  having  the  woman  taken  to  his  private  hospital, 
placing  her  in  an  atmosphere  of  cheer,  in  the  hands  of  a  skilled  nurse 
whose  views  of  life  emanate  from  a  healthy  organism.  I  do  not  believe 
the  treatment  of  the  endometritis,  the  correction  of  the  displacement 
of  the  uterus,  were  such  potent  factors  in  the  treatment. 

Dr.  Charles  A.  L.  Reed,  of  Cincinnati,  Ohio. — Inasmuch  as  I 
have  been  identified  with  this  branch  of  our  scientific  polemics,  I  feel 
that  I  want  to  say  something  on  the  excellent  paper  which  has  been 
prepared  in  such  a  scholarly  manner  by  Dr.  Dunn.  I  trust  that  Dr. 
Dunn  will  experience  more  pleasant  results  from  the  publication  of  his 
contribution  than  I  did  when,  some  nine  or  ten  years  ago,  I  reviewed 
this  subject  in  somewhat  direct  terms  in  an  address  before  the 
Niagara  University  Alumni  at  Buffalo.  I  do  not  recall  a  contribution 
that  seemed  to  excite  so  much  the  animosity  of  asylum  superintend- 
ents at  that  time,  and  from  whom  there  emanated  a  general  chorus 
of  protest  and  abuse.  From  comparatively  few  quarters  did  I  receive 
words  of  encouragement  and  commendation ;  but  shortly  after  that 
period  one  of  our  distinguished  colleagues  took  charge  of  an  asylum, 
and,  recognizing  the  truth  of  what  I  and  others  had  said  on  this  sub- 
ject, proceeded  to  exemplify  it  in  a  conclusive  manner  in  the  work  of 
the  institution  over  which  he  presided.  I  allude  to  Dr.  George  H. 
Rohe,  then  in  charge  of  the  Maryland  Hospital  for  the  Insane.  If 
anything  were  needed  to  make  the  case  conclusive,  that  deficiency  has 
been  supplied  by  the  essayist  this  morning  and  supplemented,  in  turn, 
by  my  distinguished  friend  and  neighbor,  Dr.  Humistou,  of  Cleveland. 
The  conviction  that  there  is  an  etiological  relationship  between  organic 
disease  within  the  pelvis  and  general  functional  neurotic  disturbances 
is  laid  in  the  deepest  possible  appreciation  of  the  truth  in  physiology 
and  the  truth  of  pathology.  Nothing  is  more  conclusively  demon- 
strated today,  and  it  were  useless  in  this  presence  and  at  this  juncture 
to  trace  the  morbific  currents  as  they  traverse  the  nervous  system  from 
the  central  telegraphic  office  to  the  remotest  nooks  and  crannies  of  the 
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system.  I  say,  it  were  simply  futile  to  trace  those  influences  at  this 
juncture  of  the  discussion.  What  is  now  needed  is  unity  through  the 
various  avenues  of  influences  to  drive  this  philosophy  into  action,  so 
that  the  unfortunate  people  incarcerated  for  years — and  some,  I  am 
told,  for  generations — shall  be  given  the  opportunity  of  restoration  to 
physical  health,  with  the  possibility  of  restoration  mentally.  Let  each 
of  us  go  from  this  assembly  hall  reimbued  with  the  conviction  that 
duty  calls  us  in  this  direction,  and  not  cease  the  contest  until  results 
are  realized,  and  see  to  it  that  in  every  institution  at  present  used  for 
the  incarceration  of  the  insane  there  shall  be  that  intelligent  adminis- 
tration of  the  necessities  of  those  unfortunates  that  shall  result  in  their 
greatest  welfare. 

Dr.  John  M.  Duff,  of  Pittsburg,  Pa. — I  was  much  pleased  to  hear 
Dr.  Dunn's  paper ;  and  what  I  have  to  say,  perhaps,  if  I  were  to  say 
it,  would  be  to  a  certain  extent  a  recapitulation  of  our  discussion  at 
Niagara  Falls  last  year.  This  is  a  very  important  subject.  Dr- 
Reed,  several  years  ago,  brought  up  the  subject  before  one  of  the 
Ohio  medical  societies,  and  the  work  of  Dr.  Rohe  followed.  Dr. 
Rohe's  work  demonstrated  certain  possibilities  in  the  direction  in 
which  he  was  working  and  which  Dr.  Reed  had  previously  spoken  of. 

In  1893,  in  my  address  as  Chairman  before  the  Section  on  Obstet- 
rics and  Diseases  of  Women  of  the  American  Medical  Association,  I 
referred  to  the  possibilities  in  this  direction  in  connection  with  our 
insane  asylums.  But  there  needs  to  be  great  care  exercised  when  we 
utter  words,  such  as  Dr.  Reed  has  just  uttered,  with  regard  to  opera- 
tive work  upon  the  insane.  As  I  said  last  year  in  regard  to  Dr. 
Dunn's  remarks,  I  believe  his  statements  were  very  accurate  and 
scientific.  I  have  been  refused  operations  because  Dr.  Dunn  said 
that  a  woman  could  not  have  her  ovaries  removed  without  affecting 
her  mental  condition.  It  is  dangerous  ground  to  tread  upon,  and  we 
must  consider  it  carefully  before  we  endeavor  to  influence  those  in 
charge  of  our  asylums  that  there  should  be  a  wholesale  castration  of 
the  inmates  for  the  relief  of  mental  disturbance.  Just  how  we  are 
going  to  do  this  work  in  the  proper  manner  it  is  very  difficult  to 
understand.  The  moment  that  this  Association,  with  its  ever-widen- 
ing influence,  both  in  this  country  and  abroad,  says  that  our  asylums 
should  be  entered,  we  should  explicitly  state  that  they  should  only  be 
entered  by  men  who  are  adepts  in  diagnosis,  prognosis,  and  in  opera- 
tive measures.  If  we  open  the  gates  and  allow  every  man  who  thinks 
he  can  remove  an  ovary  to  do  so,  we  will  have  very  disastrous  results. 
We  see  evidences  of  this  in  practice  daily,  outside  of  the  asylums. 
There  can  be  no  doubt,  as  exemplified  by  the  excellent  papers  we  have 
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heard  and  by  the  experience  of  every  man  in  this  room  who  has  done 
much  work  in  abdominal  surgery,  but  that  there  are  cases  of  mental 
disturbance  entirely  dependent  upon  pathological  conditions  within 
the  pelvis.  I  expected  to  have  had  a  lady  here  this  morning  (but  she 
was  unfortunately  called  out  of  the  city)  upon  whom  I  operated  eleven 
mouths  ago,  she  having  been  brought  to  me  from  an  insane  asylum. 
She  had  suicidal  mania  at  the  time  she  was  first  brought  to  see  me, 
so  that  it  took  three  persons  to  bring  her  to  the  office.  In  making  a 
careful  examination  I  found  a  retroverted  uterus  and  an  enlarged 
ovary.  I  removed  the  ovary  and  fixed  her  uterus,  and  at  the  end  of 
four  weeks  she  left  the  hospital,  went  home,  took  charge  of  the  house 
— her  sisters  being  employed  in  stores  in  the  city — and  she  has  been 
keeping  house  for  them  ever  since.  For  months  she  has  been  coming 
to  my  office  regularly  once  or  twice  a  month  without  anyone  accom- 
panying her,  and  she  expressed  herself  as  being  in  the  best  of  health 
and  appeared  before  the  class  at  the  college  quite  recently,  so  that  I 
could  demonstrate  the  subject  I  was  speaking  about. 

Another  case  upon  which  I  operated  before  the  class  at  the  Western 
Pennsylvania  Medical  College  during  the  present  summer  had  suicidal 
tendencies.  Her  ovaries  were  removed,  and  at  the  time  sheJeft  the  hos- 
pital there  was  nothing  noticeable  about  her  which  would  lead  a  casual 
observer  to  believe  that  she  was  not  in  an  absolutely  sound  mental 
condition.  On  close  questioning  by  an  observant  physician  it  was  still 
noticeable  that  she  was  not  exactly  normal  mentally,  but  at  the  same 
time  she  was  happy  and  went  home  to  her  family.  They  expected 
her  to  return  to  the  asylum,  as  she  was  sent  to  me  in  the  sense  of 
having  some  experimental  work  done.  However,  she  went  home,  and 
the  last  I  heard  of  her  she  was  doing  well.  On  the  other  hand,  we 
meet  with  cases  where  we  expect  a  great  deal  and  accomplish  nothing. 
I  will  refer  to  one  more  case  without  consuming  too  much  of  your 
time.  In  this  case  everything  pointed  toward  a  diseased  mental  con- 
dition as  the  result  of  disease  of  the  uterine  appendages.  On  exami- 
nation I  found  disease  of  the  right  ovary  and  tube.  I  removed  these 
organs,  shortly  after  which  the  patient  expressed  herself  as  feeling 
much  better,  and  was  apparently  making  a  rapid  and  good  recovery. 
She  was  about  to  leave  the  hospital,  when  she  again  suddenly  showed 
signs  of  insanity  and  some  hystero-epileptic  symptoms.  She  was 
turned  over  to  a  neurologist,  and  died  in  a  few  days.  A  post-mortem 
examination  revealed  a  cyst  of  the  brain,  the  exact  position  of  which 
I  do  not  know,  because  I  was  not  present  at  the  autopsy.  However, 
we  were  wrong  in  our  conclusions  as  to  the  cause  of  the  trouble. 

Dr.  D.  Tod  Gilliam,  of  Columbus,  Ohio. — I  think  we  have  struck 
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the  right  chord  in  this  matter  with  reference  to  the  relationship  exist- 
ing between  neurology  and  gynecology.  This  condition  of  things 
ought  not  to  exist ;  the  neurologist  and  the  gynecologist  ought  to 
work  together  in  this  matter,  and  we  are  largely  responsible  for  the 
condition  as  it  exists  today.  The  craze  has  gone  over  the  country, 
having  started  with  Battey's  operation,  and  every  gynecologist  oper- 
ates on  the  pelvic  organs  for  neurotic  states.  He  not  only  does  this, 
but  he  promises  the  patients  and  their  friends  that  if  this  or  that 
lesion  is  removed  the  patient  will  be  well.  Happily,  however,  this 
state  of  affairs  does  not  exist  today  to  the  extent  that  it  did  formerly. 
It  has  ceased  among  the  conscientious  and  the  more  intelligent  and 
advanced  gynecologists.  The  tenor  of  the  papers  today  has  been  of 
the  right  order.  Dr.  Dunn's  paper  was  a  magnificent  production,  one 
we  shall  revert  to  frequently  when  this  subject  comes  up.  It  was  a 
scholarly  contribution,  and  I  cannot  compliment  him  too  much  for 
the  labor  he  has  expended  upon  it.  Dr.  Humiston's  paper  was  a 
good  one  in  that  it  advocated  conservative  procedures,  although  he 
drew  deductions  with  which  we  cannot  agree.  What  we  want  to  do 
is  to  place  ourselves  on  record  in  this  way :  that  the  pelvic  organs  are 
very  important  organs  in  the  system  ;  that  there  is  probably  no  other 
set  of  organs  in  the  system  that  have  so  much  influence  on  the  nervous 
system  or  upon  the  brain-centres  as  the  pelvic  organs.  We  find  that 
a  woman  has  mental  and  nervous  perturbation  at  the  time  of  men- 
struation ;  it  shows  the  intimate  relationship  existing  between  these 
two  processes.  A  woman  becomes  irritable  at  the  menstrual  period  ; 
she  has  to  be  absolutely  healthy  and  perfect  to  avoid  depression  of 
spirits  or  irritability,  and  this  irritability  or  depression  may  in  some 
cases  lead  to  melancholia  or  to  absolute  insanity,  so  that  nobody  can 
doubt  that  there  is  a  relationship.  Why  should  we  eschew  it  in 
making  up  the  factors  of  the  trouble  ?  If  a  person  has  the  thumb  in 
a  vise  it  can  do  no  good  to  give  morphine.  Of  course,  you  might 
mitigate  pain,  but  the  cause  remains.  The  nerves  in  these  cases  are 
in  a  vise,  so  to  speak,  of  inflammatory  exudation  ;  they  are  twisted 
because  of  the  conditions  existing  there ;  they  are  bathed  in  secretions 
that  are  deleterious  to  them,  and  they  are  like  thumbs  in  a  vise,  and 
if  you  are  going  to  relieve  a  woman  of  her  condition  you  must  remove 
the  lesion  which  produces  the  condition.  This  does  not  argue,  how- 
ever, that  her  nervous  trouble  will  be  dissipated  immediately.  When 
a  patient  comes  to  me  with  a  confirmed  neurosis,  and  I  find  a  pelvic 
lesion,  I  do  not  promise  to  cure  her  nervous  trouble.  Happily,  in  a 
certain  number  of  cases  a  cure  follows,  sometimes  immediately,  some- 
times after  a  considerable  interval,  but  I  promise  to  do  the  best  I  can 
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to  remove  the  lesion.  I  tell  a  patient  that  I  will  remedy  what  I  can 
of  her  physical  trouble  ;  and  if  she  has  other  trouble,  say  with  the  eye, 
I  refer  her  to  an  oculist.  If  she  has  some  trouble  with  the  intestinal 
canal  I  send  her  to  a  man  who  makes  a  specialty  of  that  branch  of 
medicine.  Where  there  is  a  lesion  or  something  out  of  order,  it  should 
be  corrected.  The  gynecologist  should  do  his  part,  and  other  special- 
ists should  do  their  work  in  connection  with  the  case,  or  else  they  are 
not  doing  their  duty  to  womankind. 

Dr.  J.  Henry  Carstens,  of  Detroit,  Mich. — I  want  to  say  a  few 
words  on  the  papers  read  by  Dr.  Dunn  and  Dr.  Humiston.  It  seems 
to  me  Dr.  Gilliam  has  struck  the  keynote  when  he  said  that  if  you 
have  the  thumb  in  a  vise  it  produces  all  kinds  of  nervous  symptoms, 
and  you  must  relieve  the  thumb  before  you  cure  the  patient.  In  our 
hurry  we  overlook  diseases  of  the  alimentary  canal.  We  sometimes 
fail  to  see,  as  my  friend  Dr.  Duff  did,  a  tumor ;  we  fail  to  detect  a 
loose  or  floating  kidney  which  produces  many  nervous  symptoms. 
We  neglect  these  things ;  we  operate,  and  the  result  is  failure,  and 
gynecology  is  brought  into  disrepute.  The  point  in  all  nervous  diseases 
is  that  we  should  be  very  careful  in  operating  not  to  promise  patients 
too  much.  Keep  them  under  the  closest  observation  ;  look  them  over 
carefully  from  head  to  toe,  over  and  over  again,  so  that  you  will  not 
be  led  to  believe  that  by  removing  a  diseased  ovary  or  replacing  a 
displaced  uterus  you  will  cure  the  patient.  There  may  be  something 
back  of  it  far  worse.  Look  at  everything,  otherwise  you  will  get  your- 
selves in  trouble  all  the  time.    Do  not  promise  too  much. 

Dr.  Sherwood-Dunn  (closing  the  discussion  on  his  part). — I  think 
that  you  will  all  agree  with  me  that  this  is  the  first  time  that  I  have 
read  a  paper  before  this  Association  which  has  met  with  approval.  It 
is  the  first  time  that  my  distinguished  friend,  Dr.  Duff,  and  myself 
have  taken  the  same  ground  in  discussing  a  subject.  Dr.  Carstens  in 
his  remarks  has  dissected  the  cause  of  the  deprecatory  attitude  taken 
by  our  colleagues,  the  neurologists,  respecting  our  practice.  We  our- 
selves are  entirely  to  blame  for  the  position  that  this  department  of 
medicine  now  shows  toward  us,  which  heretofore  has  gone  hand  in 
hand  with  us.  In  my  own  experience,  which  is  the  universal  experi- 
ence of  men  who  have  been  educated  in  Europe,  one  thing  we  are 
taught  primarily  in  the  first  year,  and  that  is,  never  to  make  a  diag- 
nosis until  you  examine  a  patient  from  the  hair  of  his  head  to  the  soles 
of  his  feet.  For  this  purpose,  in  Europe  they  give  students  books  with 
appropriate  headings,  and  I  have  brought  the  book  that  was  furnished 
me  in  my  gynecological  service  in  Paris  to  America,  and  had  dupli- 
cates made  in  English.    It  starts  off  with  the  family  history,  the 
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patient's  personal  history,  the  menstrual  history,  marital  history,  acci- 
dents due  to  parturition  or  other  causes,  pain,  discharge,  heart,  lungs, 
appetite,  digestion,  kidneys,  bladder,  bowels,  nervous  system,  and  last, 
and  most  important  of  all,  the  general  condition  of  the  patient  as  she 
appears  to  you  when  she  comes  to  your  office,  or  what  your  impressions 
about  her  are.  Gentlemen,  I  guarantee  that  all  this  takes  time,  and 
there  may  be  a  number  of  patients  in  the  waiting-room,  waiting  to  get 
into  the  consultation-room ;  but  you  can  do  it  just  the  same  as  the 
masters  abroad  do.  You  can  have  a  trained  nurse  in  your  office,  with 
a  separate  consultation-room,  and  she  can  elicit  this  information,  bring 
it  to  you,  and  if  you  pursue  this  course  you  will  not  fall  into  error  as 
to  the  probable  prognosis  of  results  upon  pathological  conditions. 
The  physician  who  does  not  practice  this  or  a  similar  routine  method 
in  our  specialty  is  more  liable  to  fall  into  error  than  are  those  who 
adopt  this  regular  routine.  I  have  in  my  office  a  package  of  history 
books,  some  twelve  or  fourteen  in  number,  that  have  hundreds  and 
hundreds  of  cases  in  them,  and  it  is  from  those  histories  that  I  gath- 
ered the  statistics  upon  which  I  based  my  paper  to  which  Dr.  Duff 
took  exceptions  a  year  ago. 

Dr.  Davis  spoke  of  the  initiation  of  this  much-to-be  deprecated 
practice  of  operating  upon  healthy  organs  for  neurotic  conditions. 
There  was  never  a  greater  mistake  made  in  surgery  ;  there  is  no  doubt 
about  it.  Take  Dr.  Gilliam's  example  of  the  compressed  thumb.  A 
case  comes  into  his  office  today  suffering  from  neurasthenia  by  con- 
stant compression  of  the  thumb,  we  will  say,  in  a  vise.  He  relieves 
it  and  restores  the  equilibrium.  The  next  patient  is  neurasthenic ; 
there  is  no  pressure  upon  the  thumb,  but  let  us  put  pressure  on  it  and 
take  it  off,  and  the  patient  is  cured.  There  is  just  as  much  philosophy 
in  it.  On  the  other  hand,  our  neurological  colleagues  are  swinging 
the  pendulum  to  the  opposite  extreme.  They  are  now  declaiming 
against  the  influence  of  any  operation  in  the  presence  of  any  character 
of  pathological  lesion  as  having  absolutely  no  influence  whatever  upon 
the  nervous  system.  Wishing  to  avoid  personality,  I  will  not,  as  I 
would  like,  mention  names  of  several  authors  to  whom  I  could  refer. 
You  will  find  their  writings  saturated  at  the  present  time  with  this 
pernicious  and  erroneous  doctrine. 

Dr.  Gilliam  in  his  remarks  also  mentioned  the  possibility  of  our 
being  led  into  error  in  promising  post-operative  results.  The  last 
case  I  examined  in  my  office,  the  Saturday  morning  before  starting  for 
this  meeting,  was  a  fine,  well-nourished,  handsome,  squarely-built  lady, 
aged  forty  years,  at  the  head  of  one  of  the  largest  millinery  establish- 
ments in  Boston.    She  is  a  woman  who  manages  some  twenty  or  thirty 
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girls.  She  has  built  up  an  excellent  business  from  small  beginnings. 
She  is  a  woman  of  extraordinary  self-poise,  self-will,  self-possession, 
and  ability.  She  came  into  my  office  with  her  husband,  seeking  relief 
from  periodical  hysterical  attacks  at  the  catamenia.  I  took  her  his- 
tory ;  and  as  she  prepared  herself  for  an  examination  with  the  assist- 
ance of  my  nurse,  she  said  to  me:  "  Be  careful,  doctor;  do  not  hurt 
me.  I  am  exceedingly  sensitive  to  any  manipulation  of  those  (genital) 
organs."  The  introduction  of  the  finger  lightly  into  the  wall  of  the 
vagina  revealed  the  left  iliac  fossa  almost  completely  filled  with  a 
fibroid.  The  moment  I  touched  it  she  shrank  ;  her  muscles  con- 
tracted, and  I  asked  her  if*  it  gave  her  much  pain.  She  said,  "It  is 
not  pain,  but  it  sends  a  shock  all  over  me ;  if  you  were  to  do  that 
several  times  I  would  have  one  of  my  seizures."  Feeling  that  the 
territory  was  too  tender,  I  made  a  rectal  examination,  passed  my 
finger  lightly  up  under  the  tumor  as  delicately  as  I  could,  and  when 
I  arrived  in  the  region  of  the  ovary  she  had  an  hysterical  seizure, 
and  it  was  only  with  the  aid  of  the  nurse  that  I  kept  her  on  the  table. 
Now,  that  woman  has  a  pathological  condition  of  which  she  must  be 
relieved.  Can  I  promise  her  that  relief  of  that  condition  will  cure  her 
hysteria?  I  certainly  cannot.  I  know  nothing  about  what  the  post- 
operative result  will  be  upon  the  woman's  nervous  system  in  the  pres- 
ence of  those  pathological  conditions.  It  is  self-evident  that  the  exist- 
ing pathology  in  the  woman's  pelvis  is  the  exciting  cause  of  her 
neurosis,  but  has  that  neurosis  been  sufficiently  long  established  to 
have  become  a  permanent  factor  in  her  system '?  Will  the  relief  of 
the  pathological  condition  cure  the  hysteria?  It  may,  and  from  the 
fact  that  she  had  an  hysterical  attack  from  a  most  careful  examina- 
tion, it  would  lead  us  to  promise  that  when  that  source  of  irritation  is 
relieved  she  will  gradually  recover  her  nervous  balance.  Neverthe- 
less, as  much  as  I  was  tempted  to  tell  the  lady  that,  in  my  judgment,  the 
removal  of  that  inflamed  adherent  fibroid  would  bring  her  back  to  her 
proper  mental  condition,  I  knew  by  long  experience  it  was  absolutely 
out  of  the  question  and  improper  for  me  to  do  so.  I  told  her  that  she 
would  have  hysterical  attacks  as  long  as  the  fibroid  was  there.  Its 
removal  might  cure  her  hysteria,  but  I  could  not  promise  it.  If  we 
will  take  a  position  of  that  character,  much  of  the  odium  that  is  now 
attached  to  operative  procedures  in  the  presence  of  psychotic  and 
neurotic  .conditions  will  be  lifted  from  our  branch  of  the  profession, 
and  we  will  come  back  to  an  even  field  with  our  neurological  brothers 
aud  stand  upon  the  same  ground. 

Dr.  Humiston  (closing  the  discussion). — In  answer  to  Dr.  McMur- 
try  I  will  say  that  the  title  of  my  paper  was  the  graver  forms  of 
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nervous  disturbance  due  to  organic  pelvic  disease.  The  burden  of 
his  talk  was  upon  slight  displacements  of  the  uterus,  slight  prolapse, 
etc.,  which  I  do  not  think  is  applicable  to  the  statements  that  I  have 
made.  I  could  have  reported  here  today  more  cases  that  have  occurred 
in  my  practice  during  the  past  year  and  a  half,  but  I  have  purposely 
reported  cases  of  an  earlier  date  and  which  had  remained  well  during 
this  long  interval  of  time.  He  thought  the  removal  of  the  patient  to 
my  hospital,  amid  pleasant  surroundings,  taking  her  out  of  the  asylum, 
etc.,  had  a  great  deal  to  do  with  the  cure.  I  will  say  that  this  woman 
was  absolutely  despondent.  She  believed  she  had  lost  her  soul.  She 
made  the  statement  to  me  that "  the  devil  came  one  morning  and  split 
her  skull  open  and  removed  her  soul."  She  said  I  might  do  what  I 
cared  to  do  for  her,  but  it  simply  would  be  a  waste  of  time.  She 
made  a  brilliant  recovery. 

Dr.  Dunn  has  spoken  in  reference  to  a  thorough  examination  of  the 
patient  as  a  necessary  preliminary.  I  heartily  indorse  his  statement, 
and  the  gynecologist  who  immediately  goes  to  the  pelvic  region  to 
seek  for  a  lesion  without  giving  proper  attention  to  other  parts  of  the 
body  makes  a  serious  mistake.  He  should  take  a  little  time,  examine 
the  head,  the  chest,  the  abdomen,  and  the  general  nervous  system, 
otherwise  he  will  frequently  overlook  important  deviations  from  the 
normal.  In  my  examinations  I  find  many  conditions  present — a 
dilated  stomach,  nephritis,  auto-intestinal  intoxications,  etc.  When 
I  have  corrected  these  abnormal  states,  and  still  have  a  pelvic  patho- 
logical condition,  I  give  the  patient  a  strong  hope  that  she  will  recover 
after  proper  surgical  procedures,  although  I  do  not  promise  it. 


ALBUMINURIA  COMPLICATING  GYNECOLOGICAL 
OPERATIONS. 


By  EUFUS  B.  HALL,  M.D., 

CINCINNATI. 


I  presume  that  all  of  my  hearers  have  occasionally  had  patients 
develop  albuminuria  after  minor  gynecological  operations.  Unless 
there  is  far  advauced  kidney  lesion,  the  patient  suffering  from  this 
complication  following  the  minor  operation  rarely  if  ever  succumbs 
to  it.  This  is  not  true  of  this  complication  following  intra-abdom- 
inal operations.  I  am  convinced  that,  except  septic  infection,  tins 
is  the  gravest  complication  following  a  section  with  which  we  have 
to  contend.  Fortunately  it  is  not  frequent,  but  it  is  met  with  often 
enough  to  make  it  of  exceeding  interest  to  every  one  engaged  in  our 
work  ;  this,  too,  because  the  most  careful  investigation  and  exami- 
nation of  the  urine,  made  repeatedly  for  several  days  before  opera- 
tion, may  fail  to  detect  either  albumin  or  casts.  We  feel  reasonably 
certain  the  patient  is  not  suffering  from  any  form  of  nephritis,  and 
is,  therefore,  practically  exempt  from  the  complication.  We  are 
prone  to  think  if  a  patient  has  no  organic  kidney  lesion,  the  admin- 
istration of  an  anesthetic,  with  the  necessary  operation,  is  devoid 
of  danger  so  far  as  the  kidneys  are  concerned.  This  is  not  true. 
The  more  I  see  of  this  work  the  more  I  am  convinced  that  we  will 
occasionally  have  suppression  follow,  when,  after  a  careful  exami- 
nation of  the  urine,  we  have  failed  to  detect  any  evidence  of  an 
orgauic  disease  of  the  kidneys.  We  owe  it  to  our  patients  and  to 
ourselves  to  study  carefully  the  functions  of  the  kidney  before  sub- 
jecting any  one  of  them  to  a  surgical  operation.  "  To  be  fore- 
warned is  to  be  forearmed."  If  we  have  a  patient  who  must  be 
subjected  to  a  serious  operation  and  we  know  she  has  a  defective 
kidney,  by  careful  preliminary  treatment  and  by  taking  all  precau- 
tions during  and  following  the  operation  we  put  her  in  the  best 
position  to  withstand  the  strain  to  which  she  must  be  subjected, 
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and  we  almost  always  tide  her  over.  The  reverse  may  be  true, 
even  where  no  previous  lesion  of  the  kidney  has  been  detected,  if 
we  subject  the  patient  to  operation  without  preparation. 

I  am  convinced  that  the  conditions  predisposing  to  this  compli- 
cation are  manifold  and  are  often  overlooked.  Probably  the  most 
frequent  cause  is  pre-existing  nephritis.  It  is  an  unfortunate  fact 
that  careful  preliminary  examination  of  the  urine  may  fail  to  give 
us  the  least  clue  to  this  morbid  condition.  One  of  these  patients 
subjected  to  a  section  may  have  acute  congestion  of  the  kidney,  fol- 
lowed by  suppression,  coma,  and  death.  In  contrast  with  these 
cases  are  those,  frequently  met  with,  giving  a  history  of  a  preced- 
ing kidney  lesion,  the  urine  containing  albumin  and  casts.  Under 
a  similar  operation  as  to  gravity,  and  with  the  same  anesthetic,  this 
patient  may  not  have  the  least  disturbance  during  her  convales- 
cence, so  far  as  the  function  of  her  kidney  is  concerned.  How  to 
reconcile  these  clinical  facts  and  make  them  redound  to  our  best 
interests  is  a  conundrum,  the  correct  answer  to  which  I  feel  is  not 
forthcoming.  The  exchange  of  ideas  in  the  discussion  of  this  paper 
I  hope  may  throw  some  new  light  upon  the  subject. 

We  may  have  suppression  of  urine  following  the  operation  in 
patients  with  fatty  hearts.  Examination  of  the  urine  for  several 
days  preceding  the  operation  may  be  absolutely  negative.  I  have 
seen  this  complication  in  a  number  of  cases,  and  for  that  reason 
have  come  to  regard  a  fatty  heart  with  great  suspicion. 

The  following  case,  reported  in  full  at  the  Cincinnati  Obstetrical 
Society  last  February,  will  illustrate  this  phase  of  the  disease  : 

Miss  K.,  aged  forty  years,  referred  in  October,  1897,  by  Dr. 
Rice,  of  Tuscola,  111.  She  was  suffering  from  a  small  fibroid  tumor 
of  the  uterus  with  profuse  hemorrhage.  She  is  a  tall  woman,  for- 
merly weighing  one  hundred  and  fifty  pounds.  In  three  years  she 
added  weight  until  she  reached  one  hundred  and  ninety  pounds. 
She  was  pale  and  anemic,  with  pulse  above  100  but  of  fair  volume. 
I  advised  curettage.  It  was  done  October  5th,  chloroform  being  the 
anesthetic.  When  the  patient  had  about  reached  the  point  of  uncon- 
sciousness the  heart-beats  ceased  ;  pulse  was  imperceptible  ;  respira- 
tions spasmodic  and  at  long  intervals.  After  several  minutes  she 
was  resuscitated,  ether  was  given,  and  the  curetting  finished  without 
further  incident.  She  left  the  hospital  in  two  weeks.  This  opera- 
tion failed  to  relieve  the  patient.    In  December  there  was  discovered 
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a  tumor  at  the  left  of  the  uterus  the  size  of  a  large  orange.  Hys- 
terectomy was  advised  and  performed  December  21st.  Owing  to 
our  experience  with  chloroform  in  the  previous  operation,  ether  was 
used.  At  the  commencement  a  half-pound  can  of  Scpiibb's  ether 
was  opened  ;  at  the  close  more  than  one-third  of  it  remained  in  the 
can.  No  difficulty  was  experienced  during  the  operation.  The 
patient  was  put  to  bed  with  a  pulse  of  100.  Six  hours  later  the 
pulse  was  85,  temperature  98.6°.  In  the  first  nineteen  hours  she 
secreted  twenty-four  ounces  of  urine  heavily  loaded  with  albumin. 
During  the  next  seventy-four  hours  there  was  almost  complete  sup- 
pression. Coma  became  marked.  It  was  promptly  relieved  by 
steam  baths  and  catharsis.  At  the  end  of  the  seventy-four  hours 
she  was  catheterized  by  the  nurse  and  one  and  a  half  ounces  of 
urine  obtained.  From  this  on  she  rapidly  improved  and  made  a 
good  recovery.  The  urine  was  tested  before  operation,  and  neither 
albumin  nor  casts  were  present.  Since  her  convalescence  repeated 
examinations  have  not  revealed  a  trace  of  albumin  nor  a  cast. 

I  have  also  seen  suppression  of  urine  follow  operation  in  women 
suffering  from  atheromatous  arteries,  with  such  frequency  as  to 
make  me  fear  the  effects  of  the  anesthetic  upon  the  kidneys  in  these 
patients,  as  the  following  case  will  illustrate  : 

Mrs.  R.,  aged  sixty-three  years,  referred  in  January  by  Dr. 
Roberts,  of  Cheney,  State  of  Washington.  She  was  suffering 
from  cancer  of  the  body  of  the  uterus.  She  also  had  atheromatous 
arteries.  There  was  a  diminished  quantity  of  urine,  but  no  albu- 
min or  casts.  Abdominal  hysterectomy  was  performed  January 
13,  1898.  She  went  through  it  well,  chloroform  being  the  anes- 
thetic used.  The  first  twelve  hours  she  secreted  five  ounces  of 
urine  heavily  loaded  with  albumin.  The  urine  gradually  decreased 
in  quantity,  until  at  the  end  of  fifty  hours  there  was  scarcely  any 
secreted.  She  remained  in  a  condition  bordering  on  coma  for  two 
days.  She  then  commenced  to  secrete  from  six  to  nine  ounces  of 
urine  in  twenty-four  hours.  The  improvement  lasted  for  more  than 
a  week;  then  there  was  sudden  suppression,  and  she  was  profoundly 
comatose  for  ten  or  twelve  hours.  She  was  again  tided  over  by  hot 
steam  baths  and  free  catharsis.  At  the  end  of  forty-eight  hours 
she  was  secreting  seven  or  eight  ounces  in  twenty-four  hours.  The 
quantity  increased  at  the  end  of  two  days  to  fourteen  ounces  a  day. 
At  the  end  of  the  third  week  following  the  operation  she  had  sup- 
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pression  for  the  third  time.  It  lasted  two  days.  The  kidneys  then 
commenced  to  perform  their  function,  and  in  four  days  she  was 
secreting  twenty  ounces  in  twenty-four  hours.  At  the  end  of 
another  week  it  had  increased  to  thirty-four  ounces.  She  recovered, 
and  has  since  remained  well.  The  albumin  has  entirely  disappeared. 

In  all  cases  subjected  to  section  every  precaution  should  be  taken 
to  guard  against  this  complication.  Every  case  should  be  in  the 
hospital  or  the  place  to  be  operated  upon,  under  the  observation  of 
the  operator,  for  a  period  of  not  less  than  four  days.  If  it  is  found 
that  there  is  a  defect  in  the  kidneys,  this  period  should  be  prolonged 
to  a  week  or  ten  days,  so  as  to  give  ample  time  for  careful  investi- 
gation as  well  as  for  the  preliminary  treatment.  The  diet  should 
be  properly  regulated.  There  must  be  a  thorough  cleansing  of  the 
intestinal  tract.  I  am  favorably  impressed  with  the  plan  of  giving 
two  to  three  grains  of  calomel  every  second  or  third  night,  followed 
with  Rochelle  salts  or  a  seidlitz  powder  in  the  morning.  She 
should  have  two  hot  baths  daily  and  be  thoroughly  rubbed  with 
vaseline  afterward.  This  greatly  favors  subsequent  diaphoresis. 
The  urine  should  be  examined  from  time  to  time  and  a  careful 
record  made  as  to  the  presence  or  absence  of  albumin,  pus,  blood, 
or  casts.  Even  if  the  examination  prove  negative,  it  should  be 
repeated  twice  daily  for  four  days  at  least.  The  patient  should 
drink  large  quantities  of  water.  If  we  adopt  this  plan  and  there 
is  a  pre-existing  nephritis,  our  patients  will  be  better  prepared  to 
go  through  the  operation  successfully.  If  there  should  be  no 
defect,  this  is  a  part  of  the  treatment  that  should  be  instituted  in 
every  case  subjected  to  section. 

If  we  find  the  least  indication  of  pre-existing  nephritis  in  our 
preliminary  treatment,  the  anesthetic  selected,  regardless  of  the  age 
of  the  patient,  should  be  chloroform.  The  known  irritating  effect 
of  ether  upon  the  kidneys,  and  the  great  danger  of  nephritis  fol- 
lowing its  administration  in  abdominal  operations,  have  led  me  to 
abandon  its  use  and  substitute  chloroform.  In  a  hundred  and  ten 
sections  in  my  practice  in  which  ether  was  the  anesthetic,  in  thirty- 
three  cases,  or  30  per  cent.,  there  was  a  trace  of  albumin  in  the 
urine  for  the  first  twenty-four  hours  after  the  operation.  In  ten 
cases,  or  9  per  cent.,  there  was  partial  or  complete  suppression 
varying  from  one  to  four  days.  In  a  few  of  these  cases  the 
patients  would  secrete  two  or  three  ounces  of  urine  in  twenty -four 
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hours,  but  in  the  most  of  them  the  suppression  was  complete. 
These  patients'  lives  were  jeopardized  during  this  time,  and  two  of 
this  number  died  in  coma. 

In  five  hundred  sections  in  my  practice  in  which  chloroform  was 
the  anesthetic,  in  eighty-five  cases,  or  17  per  cent.,  there  was  a  trace 
of  albumin  in  the  urine  for  the  first  twenty-four  hours  after  the 
operation.  In  ten  cases,  or  2  per  cent.,  there  was  suppression 
varying  from  one  day  to  four  weeks.  In  all  these  cases  the  sup- 
pression was  complete  for  one  or  two  days.  Four  of  this  number 
were  known  to  have  chronic  nephritis  and  died  of  uremic  coma. 

While  using  ether  almost  exclusively  in  my  early  operative  work, 
seven  patients  with  marked  kidney  lesions  were  given  chloroform 
instead.  They  are  included  in  the  chloroform  list.  In  the  ether 
list  were  no  patients  who  were  known  to  have  a  pre-existing 
nephritis.  In  the  chloroform  list  were  thirty-five  cases  who  were 
known  to  have  nephritis  before  administering  the  anesthetic.  The 
deaths  in  this  list  were  from  the  known  cases  of  kidney  disease. 

There  has  recently  appeared  in  the  New  York  Medical  Record  of 
September  3,  1898,  an  article  by  Drs.  W.  H.  Thomson  and  Robert 
Coleman  Kemp  on  "  Experimental  Researches  on  the  Effects  of 
Different  Anesthetics."  They  demonstrate  conclusively  that  during 
etherization  complete  suppression  occurs.  Under  chloroform  the 
renal  secretion  is  not  interfered  with.  With  these  facts  before  us, 
one  does  not  have  to  draw  upon  the  imagination  to  realize  that  this 
suppression  may  become  more  or  less  permanent  owing  to  pre-exist- 
ing kiduey  disease  or  to  the  prolonged  administration  of  the  drug. 
Thus  we  have  a  satisfactory  explanation  of  many  of  the  cliuical 
phenomena  following  the  use  of  ether.  We  are  aware  of  the  fact 
that  some  of  the  leading  operators  in  the  country  use  ether  almost 
exclusively  in  their  operative  work  and  prefer  it  to  chloroform. 
We  found  the  irritating  effect  of  the  ether  so  frequent  that  we  aban- 
doned it,  and  would  not  willingly  go  back  to  its  use  again.  While 
there  are  immediate  dangers  in  the  use  of  chloroform,  they  are 
greatly  diminished  if  it  is  administered  by  one  who  is  expert  in  its 
use.  It  should  be  a  man  who  is  not  interested  in  any  of  the  opera- 
tive procedures,  who  has  no  ambition  to  be  an  operator  and,  there- 
fore, will  not  be  tempted  to  neglect  his  very  important  duty  in  the 
midst  of  an  operation  in  order  to  witness  some  interesting  part  of 
it.    One  who  devotes  his  time  to  this  branch  of  work  will  get  his 
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patient  under  the  influence  of  the  anesthetic  in  the  shortest  possible 
time  and  will  give  the  minimum  quantity.  He  will  keep  his  patient 
thoroughly  under,  thus  aiding  the  operator  in  shortening  the  time 
of  operation,  which  is  a  distinct  advantage. 

The  temperature  of  the  operating-room  should  be  at  least  80°. 
The  patient's  body  should  be  protected  by  carefully  adjusted  blank- 
ets covered  with  sterile  sheets  or  towels.  The  ventilation  should 
be  so  arranged  that  there  will  be  an  abundance  of  fresh  air  with- 
out having  a  draught  directly  over  the  patient.  The  operating-table 
should  be  so  adjusted  that  no  part  of  the  patient's  body  is  wet  except 
the  field  of  operation.  There  must  be  free  exit  for  water  in  case 
of  flushing,  so  that  this  important  maneuvre  may  be  successfully 
performed  without  soiliug  the  patient's  wraps.  The  patient  should 
be  kept  dry  and  warm  throughout  the  operation  in  every  case.  I 
am  convinced  that  wetting  large  surfaces  of  the  body  during  the 
operation,  saturating  the  patient's  wraps  with  water  in  the  early 
stages  of  the  operation  so  as  thoroughly  to  chill  the  body,  increases 
the  dangers  of  'congestion  of  the  kidney  and  adds  to  the  danger  of 
suppression.  Where  we  have  acute  nephritis  following  any  sur- 
gical procedure  we  are  so  used  to  blaming  the  anesthetic  that  we 
overlook  other  causes,  of  which  the  one  just  mentioned  is  chief. 

Few  conditions  have  a  graver  prognosis  than  nephritis  with  sup- 
pression following  a  section.  It  is  a  great  shock  to  an  operator, 
everything  having  gone  satisfactorily,  to  find,  at  the  end  of  twelve 
to  twenty-four  hours,  the  urine  heavily  loaded  with  albumin  and 
the  secretion  greatly  diminished. 

In  the  treatment  of  these  cases  I  have  nothing  new  to  offer.  If 
we  can  succeed  in  getting  the  bowels  thoroughly  moved  before  the 
patient  is  in  coma,  we  may  be  able  to  tide  her  over.  To  give  diu- 
retics in  these  acute  cases  only  gives  the  patient  an  additional  load 
to  carry.  Hot  packs  or  hot-air  baths  to  secure  excretion  through 
the  skin  are  more  effective  than  diuretics.  If  the  patient  has  had 
the  preliminary  treatment  suggested,  the  skin  will  compensate  for 
the  kidueys,  without  much  risk  to  the  patient,  for  two  or  three 
days.  Free  diaphoresis  should  be  induced  as  often  as  she  becomes 
drowsy,  if  that  should  be  six  or  thirty-six  hours.  I  have  entirely 
abandoned  the  use  of  pilocarpine  for  this  purpose,  owing  to  its 
depressing  effect  upon  the  heart  and  the  danger  of  congestion  of 
the  lungs  following  its  administration.    The  other  means  of  pro- 
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ducing  diaphoresis  are  much  to  be  preferred  in  these  cases.  In 
patients  suffering  from  fatty  heart  I  have  added  to  the  foregoing 
digitaline  and  strychnine,  hypodermatically  administered,  with  full 
doses  of  caffeine  every  three  or  four  hours.  In  patients  with  athe- 
romatous arteries  it  is  a  difficult  task  to  tide  them  over  safely.  By 
persistent  effort,  extending  over  two  or  three  weeks,  we  have  had 
the  satisfaction  of  seeing  three  or  four  patients  recover  who  secreted 
only  from  four  to  six  ounces  of  urine  in  twenty-four  hours  during 
that  time.  If  we  get  the  bowels  moved  they  will  aid  the  skin  in 
elminating  the  poison.  I  usually  rely  on  small  and  repeated  doses 
of  calomel,  because  all  these  cases  are  considerably  nauseated  and 
inclined  to  vomit  easily.  After  the  bowels  have  been  moved  once 
thoroughly,  any  of  the  hydragogue  cathartics  which  seem  best  in 
the  particular  case  may  be  used  with  advantage.  In  the  more 
chronic  form,  after  the  seventh  or  eighth  day  of  uremia,  I  not 
infrequently  use  a  drop  to  a  drop  and  a  half  of  croton  oil.  This 
seems  to  act  better  and  with  less  depression  than  many  of  the  other 
popular  remedies. 


DISCUSSION. 

Dr.  Walter  B.  Chase,  of  Brooklyn,  N.  Y. — Mr.  President :  I  am 
very  glad  the  distinguished  Fellow  has  brought  this  topic  before  us  at 
this  time.  I  am  sure  the  conscientious  surgeon  cannot  be  too  careful 
to  be  assured  in  advance  of  any  operation,  capital  or  otherwise,  that 
his  patient  is  in  the  best  possible  condition.  On  this  topic  I  expressed 
in  some  degree  my  views  three  years  ago.  I  will  not  take  up  much  of 
the  time  in  what  I  have  to  say,  for  the  reason  that  there  are  other 
papers  to  be  read  and  the  Fellows  are  desirous  of  hearing  them.  I 
wish  to  direct  attention  to  one  or  two  features  apart  from  the  relative 
safety  of  chloroform  and  ether.  But  as  regards  the  renal  condition, 
the  essayist  has  taken  a  great  deal  of  care  in  looking  after  his  patients 
before,  during,  and  after  operation,  and  his  statistics  are  certainly  of 
great  value  regarding  the  probability  of  trouble  after  surgical  inter- 
ference. Yet  there  is  one  point  to  which  I  desire  to  call  particular 
attention,  and  I  do  it  not  as  a  pathologist,  but  from  the  stand-point  of 
a  clinician.  First  of  all,  a  given  specimen  of  urine,  with  the  absence 
of  casts,  albumin,  pus,  and  blood,  is  no  guarantee  that  the  renal  func- 
tion is  properly  performed.  I  have  reached  this  conclusion  after  con- 
siderable experience  and  observation.    A  quantitative  and  qualitative 
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anaylsis  of  the  urine  before  a  patient  submits  to  an  operation  is  very 
essential.  To  do  this  I  direct  the  urine  to  be  measured  for  three  suc- 
cessive days  and  examined.  For  the  first  day  the  patient  passes  so 
many  ounces  of  urine ;  the  second  day  she  passes  so  many  ounces  of 
urine ;  the  third  day  she  passes  so  many  ounces  of  urine,  of  which  a 
careful  record  is  made,  and  the  urine  passed  during  the  whole  of  the 
third  day  is  kept  in  a  cool  place  and  a  pint  given  to  the  pathologist. 

If  pus,  blood,  or  detritus  is  found,  their  significance  is  appreciated. 
But  there  are  other  and  possibly  more  important  matters.  One  impor- 
tant question  is,  How  much  urea  per  diem  is  the  patient  excreting?  I 
desire  to  report  briefly  a  case  to  illustrate  what  I  have  previously  said. 
I  was  called  out  of  town  last  spring  to  see  a  patient  who  was  sur- 
rounded with  everything  that  wealth  and  luxury  could  give  her ;  she 
was  five  months  pregnant,  and  the  attending  physician  was  greatly 
worried,  fearing  that  there  was  going  to  be  some  trouble  with  the 
patient.  After  such  an  analysis  of  the  urine  as  Dr.  Hall  has  described, 
and  a  careful  microscopical  examination,  he  found  no  casts  and  no 
albumin,  and  came  to  the  conclusion  that  she  was  not  uremic.  I 
said  to  the  doctor  that  I  believed  that  an  explosion  might  come  at  any 
moment.  Her  urine  was  submitted  to  a  quantitative  and  qualitative 
test,  and  it  was  found  that  she  was  passing  only  173  grains  of  urea 
per  day.  In  a  period  of  forty-eight  hours  thereafter,  under  appro- 
priate treatment,  she  was  excreting  500  grains  of  urea  per  day,  which 
is  the  approximate  standard  for  a  healthy  adult.  Was  it  the  urea 
which  poisoned  her?  I  believe  there  are  toxic  elements  which  are 
eliminated  through  the  kidneys,  and  that  these  somewhat  undefined 
elements  are  intensely  poisonous  in  their  character,  and  that  they  bear 
a  constant  and  fixed  relation  to  the  amount  of  urea  excreted.  If  you 
go  one  step  further,  and  make  sure  of  the  amount  of  urea  your  patient 
excretes  in  a  day,  you  will  understand  whether  or  not  she  is  in  a  safe 
condition  for  operation. 

Dr.  Charles  Greene  Ccmstox,  of  Boston. — I  consider  the  sub- 
ject of  albuminuria  complicating  gynecological  operations  one  of  the 
most  important  that  has  been  brought  before  the  Association  at  this 
meeting.  In  the  first  place  I  would  say  that  I  am  very  familiar  with 
chloroform,  because  in  the  hospital  with  which  I  was  connected  in 
Geneva  we  used  chloroform  almost  exclusively,  and  the  only  death  I 
have  ever  seen  was  from  ether.  Unfortunately,  I  am  so  situated  in 
my  practice  now  that  I  do  not  like  to  use  chloroform,  because  if  an 
accident  should  happen  I  am  afraid  my  practice  would  be  nil.  I 
have  observed  that  many  surgeons  have  such  confidence  in  ether  that 
they  often  neglect  to  examine  the  urine  of  their  patients  before  giving 
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the  anesthetic.  Every  patient,  whether  she  takes  ether,  chloroform, 
or  bromide  of  ethyl,  should  have,  as  Dr.  Chase  has  pointed  out,  a  com- 
plete analysis  of  the  urine  made.  It  is  not  sufficient  to  look  for  albu- 
min— we  must  make  a  careful  examination  as  to  the  amount  of  urea 
passed ;  and  I  may  say  I  consider  the  amount  of  urea  eliminated  of 
more  importance  than  whether  albumin  is  present  in  the  urine  or  not. 
A  second  examination  of  the  urine  should  be  made  simply  to  look  for 
indol  and  skatol — and  it  should  always  be  done — and  this  will  show 
whether  or  not  the  patient  is  in  danger  of  auto-intoxication  from  the 
intestinal  canal — a  thing  which  is  the  cause  of  a  great  deal  of  trouble, 
of  suppression  of  urine,  with  all  its  so-called  uremic  symptoms,  which 
are  not  always  uremic,  or  from  the  presence  of  toxins  in  the  intestinal 
canal.  An  examination  for  iudol  and  skatol  is  of  absolute  importance, 
and  it  is  an  easy  thing  to  find  out.  If  they  are  found  you  will  note 
that  proper  intestinal  antisepsis,  which  consists  in  unloading  the  bowel 
on  several  occasions  and  the  administration  of  betanaphtol,  three  or 
four  times  a  day,  is  not  a  useless  practice.  I  expect  to  write  a  paper 
on  suppression  of  the  urine  following  operations  in  which  nothing 
abnormal  was  found  in  the  renal  secretion.  There  are  cases  which 
you  will  meet  with  where  you  get  suppression,  but  which  will  right 
themselves  without  any  treatment.  I  have  three  or  four  cases  of  this 
description  to  report ;  one  of  them  was  an  operation  for  abscess  of  the 
breast.  The  patient  had  suppression  of  urine  for  thirty-six  hours.  I 
operated  on  her  and  opened  the  abscess.  The  urine  was  carefully 
examined  and  was  perfectly  normal ;  there  were  no  uremic  symptoms 
accompanying  labor.  Twelve  hours  after  the  operation  I  saw  her 
again,  and  no  urine  had  been  passed,  according  to  the  statement  of 
the  nurse.  We  catheterized  the  patient,  and  nothing  was  withdrawn. 
If  I  am  correct,  that  woman  had  suppression  of  the  urine  which  lasted 
for  thirty-six  hours,  and  righted  itself  without  any  treatment,  and  she 
finally  came  out  all  right. 

I  saw  her  a  short  time  before  I  went  to  Europe  this  summer,  and 
she  was  perfectly  well.  In  those  cases  we  must  duly  consider  the 
nervous  element. 

Dr.  B.  Sherwood-Dunn,  of  Boston. — It  is  hardly  becoming  in  me 
to  cast  reflections  upon  the  practices  of  the  profession  in  the  city  in 
which  I  make  my  home.  My  confreres  in  that  city  are  recognized  as 
being  a  peculiar  class  of  men,  and  as  I  am  at  peace  and  comity  with 
them,  you  will  excuse  any  extended  remarks,  excepting  to  say  that  I 
fully  agree  with  what  Dr.  Cumston  has  said.  If  I  administered  chlo- 
roform in  doing  an  operation  in  Boston  I  am  sure  my  professional 
reputation  would  suffer. 
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The  subject  of  the  paper  presented  by  Dr.  Hall,  I  prophesy,  is  one 
which  is  very  early  going  to  occupy  the  general  consideration  of  men 
who  do  surgery.  There  is  one  complication  that  follows  the  admin- 
istration of  ether  which  has  not  been  mentioned,  and  is  a  serious  one 
— the  first  time  that  I  encountered  it  in  this  country  it  prevented  me 
from  taking  off  my  clothes  for  three  days — and  that  is  ethereal  bron- 
chitis and  ethereal  pneumonia.  You  never  see  that  condition  follow- 
ing chloroform.  I  never  saw  ether  administered  in  my  life  until  my 
return  to  the  United  States  from  Europe,  and  of  all  the  thousands 
of  cases  that  I  have  seen  operated  upon,  each  and  every  one  of  them 
was  anesthetized  with  chloroform  ;  and  in  two  years'  service,  where 
from  three  to  four  operations  were  performed  daily  excepting  Sunday, 
I  never  saw  a  patient  die  from  the  effects  of  the  anesthetic,  and  only 
twice  in  that  series  of  operations  was  it  necessary  to  suspend  the  opera- 
tion and  resuscitate  the  patient. 

Why  is  it  that  ether  is  preferred  in  the  United  States  and  is  used  in 
preference  to  chloroform  ?  I  will  venture  to  say  that  it  is  because 
almost  anybody  can  administer  it,  and  it  takes  an  expert  to  administer 
chloroform.  The  man  who  administers  chloroform  must  to  be  taught 
how  to  do  it.  It  is  not  Tom,  Dick,  and  Harry  who  can  do  it.  We 
must  not  think  that  the  average  country  physician  can  administer 
chloroform  skilfully.  The  skilful  administration  of  this  anesthetic 
contributes  to  the  success  of  the  operation.  The  first  six  months  in 
the  Paris  hospitals  is  devoted  to  teaching  the  administration  of  chlo- 
roform, and  one  of  the  prime  principles  given  to  the  student  who  has 
charge  of  the  administration  of  the  anesthetic  is  that  he  is  never  to 
raise  his  eyes  from  the  face  of  his  patient.  Three  or  four  times  I  have 
seen  the  operator  very  quietly  say  to  his  chief  assistant,  "  Call  me 
another  anesthetist,"  and  when  he  arrived  the  surgeon  has  said  to  the 
other  anesthetizer,  "  You  can  leave."  The  new  man  is  put  in  his 
place.  The  anesthetizer  who  does  not  carefully  attend  to  his  patient 
is  ordered  to  pack  his  utensils  and  get  out  of  the  hospital,  as  he  is  no 
longer  required  in  the  service  of  that  operator.  The  training  in  these 
hospitals  is  rigid  and  military  in  its  character.  Students  are  turned 
out  with  rigid  aseptic  methods. 

There  was  one  other  point  brought  out  in  Dr.  Hall's  paper  which  I 
submit  to  you,  not  as  physicians,  but  as  men,  which  is  absolutely 
inhuman,  inconsiderate,  and  inconsistent  in  any  man  who  carries  a 
heart  of  sympathy  in  his  bosom,  as  I  believe  every  Fellow  of  this 
Association  does.  Much  of  the  post-operative  sequelre  cited  by  the 
previous  speakers  is  due  to  shock  from  this  one  source.  I  refer  now 
to  the  bare  glass  or  wooden  table.    If  any  of  you  were  stripped  and 


ALBUMINURIA. 


241 


put  on  a  bare  glass  table,  with  nothing  the  matter  with  you,  would 
you  like  it?  How  many  times  throughout  this  country  where  we 
travel  have  we  seen  a  poor,  emaciated,  neurasthenic,  run-down  woman 
placed  upon  a  glass  table  without  a  sheet  or  pad  or  blanket  to  protect 
her  from  its  icy  surface !  Does  that  conduce  to  the  success  of  the 
operation  ?  Does  it  have  any  influence  upon  the  arrest  of  the  secre- 
tion of  the  woman's  kidneys,  or  does  it  not  ?  I  leave  it  right  here — 
a  germ  of  thought  for  your  consideration. 

Dr.  Miles  F.  Porter,  of  Fort  Wayne,  Ind. — I  would  like  to  add 
a  word  or  two  to  the  remarks  of  the  gentleman  from  Boston  (Dr. 
Dunn)  with  reference  to  the  cold  glass  table.  If  we  add  to  it  the 
continuous  drenching  of  the  patient  with  water  from  the  knees  to  the 
scapula  we  can  readily  understand  how  these  two  influences  combine 
to  cause  suppression  of  the  urine  subsequent  to  operations. 

A  word  or  two  regarding  the  treatment  of  those  cases  in  which  sup- 
pression of  urine  occurs.  I  speak  from  what  I  believe  to  be  a  com- 
mon-sense theory,  and  in  part  from  experience,  when  I  say  that  I 
believe  we  have  in  our  hands  no  method  of  treatment  so  worthy  of 
consideration  and  so  capable  of  rescuing  these  patients  from  the  jaws 
of  death  as  the  intravenous  transfusion  of  large  quantities  of  saline 
solution,  preceded  by  the  emptying  of  the  veins.  Of  course,  if  a 
patient  is  already  exsanguinated,  bleeding  is  not  necessary.  But,  either 
coupled  with  bleeding,  or  by  itself,  as  the  exigencies  of  the  case  may 
require,  it  is  in  my  opinion  the  most  effective  means  known  of  pre- 
venting death  from  insufficient  urinary  secretion. 

Another  point :  While  it  is  true  that  albuminuria, even  when  coupled 
with  casts,  is  not  always  a  reliable  indication  of  what  the  kidneys  are 
doing,  neither  is  the  amount  of  urea  an  infallible  test.  I  have  had 
patients  die  from  what  we  have  been  in  the  habit  of  calling  uremic 
convulsions  when  I  was  told  by  a  reliable  chemist,  only  three  hours 
before  the  patient's  death,  that  she  was  in  no  danger  of  death  from 
uremia — that  she  was  excreting  the  normal  amount  of  urea ;  but  she 
died  with  what  we  call  uremic  convulsions ;  all  of  which  simply  means 
that  in  some  cases  these  convulsions  may  be  uremic,  but  in  other  cases 
they  are  due  to  the  absorption  of  or  lack  of  excretion  of  other  poisons. 

Dr.  Edwin  Ricketts,  of  Cincinnati,  Ohio. — I  have  nothing  to  say 
in  regard  to  the  amount  of  urea  as  mentioned  by  Dr.  Hall.  Twenty 
years  ago  I  was  placed  in  the  position  in  southern  Ohio,  as  to  the  use 
of  anesthetics,  that  my  friends  are  who  have  just  spoken.  I  began 
the  use  of  chloroform  at  that  time,  and  you  will  pardon  me,  Mr.  Presi- 
dent, for  saying  that  I  claim — as  my  converts,  Dr.  Hall  and  Dr.  liccd, 
who  began  their  abdominal  work  with  ether  as  the  anesthetic — in 
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regard  to  the  use  of  anesthetics,  that  it  is  just  as  essential  to  have  the 
anesthetizer  understand  his  business  as  it  is  for  the  operator  to  under- 
stand his ;  and  if  I  had  my  way  I  would  have  a  wall  between  myself 
as  operator  and  my  anesthetizer.  The  practice  of  bringing  in  patients, 
putting  them  on  cold  tables,  administering  the  anesthetic,  and  scrub- 
bing their  bellies  while  they  are  under  the  influence  of  the  anesthetic 
and'  getting  them  ready  to  operate  is  a  mistake.  Patients  have  rights  ; 
they  have  demands  on  us ;  and  if  I  had  to  be  operated  upon  I  would 
have  it  distinctly  understood  that  the  lecture  shall  be  through  before 
I  am  put  under  the  influence  of  the  anesthetic,  and  I  would  want  the 
operator  to  proceed  promptly.  Do  not  prolong  the  stage  of  anesthesia 
a  minute  longer  than  necessary.  It  is  detrimental  to  prolong  anesthesia 
in  cases  where  the  kidneys  are  diseased  ;  they  are  the  patients  that  we 
must  get  off  the  operating-table  as  soon  as  possible.  We  must  give 
them  every  advantage  in  those  little  things  that  go  to  make  up  so 
much  of  the  sum  total.  I  would  have  no  anesthetizer  come  about  me 
with  a  pair  of  tongue  forceps  ;  I  would  throw  them  out  of  the  window. 
I  never  have  occasion  to  use  them.  One  is  liable  with  forceps  to 
inflict  a  wound  upon  the  tongue  of  his  patient. 

There  is  another  thing  to  be  considered,  and  that  is  throwing 
the  arms  over  the  head  of  the  patient  and  holding  them  there.  It 
interferes  with  respiration.  There  is  one  gentleman,  whose  name  I 
cannot  recall,  who  reports  a  case  of  paralysis  as  having  followed 
placing  the  arms  in  that  position. 

In  regard  to  the  use  of  chloroform,  I  believe  twenty  times  more  chlo- 
roform is  administered  than  is  necessary.  To  back  up  my  assertion,  I 
will  say  that  I  can  take  any  man  in  this  room  and  put  him  under  the 
influence  of  chloroform  with  less  than  a  teaspoonful,  and  I  will  guar- 
antee to  put  him  through  an  operation  for  appendicitis  at  the  hands 
of  any  of  my  distinguished  friends ;  and  any  man  who  uses  two  tea- 
spoonfuls  of  chloroform  under  those  circumstances  ought  to  be  con- 
sidered as  one  not  knowing  the  amount  of  chloroform  that  should  be 
used.  I  agree  with  the  statement  that  many  times  half  a  pint  is 
wasted,  and  I  have  seen  some  take  a  handkerchief  and  pour  on  chlo- 
roform profusely.  We  have  the  evaporating  effects  on  the  face  of  the 
patient  under  those  circumstances.  Lastly,  I  wish  to  reiterate  the 
charge  made  on  this  floor,  that  the  practice  of  douching  patients' 
bellies  with  pitchers  of  water  until  they  fairly  float  in  it  is  detrimental 
to  them.  It  is  a  thing  that  must  be  considered  more  seriously  by 
operators. 

Dr.  W.  E.  B.  Davis,  of  Birmingham,  Ala. — The  gentlemen  who 
have  participated  in  the  discussion  have  very  properly  emphasized  the 
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factors  that  have  to  do  with  the  action  of  the  kidneys,  and  it  is 
observed  that  in  severe  abdominal  operations  there  is  a  great  diminu- 
tion in  the  quantity  of  urine  passed  in  the  first  twelve  hours.  The 
severer  the  operation  the  more  we  observe  this,  and  the  tendency  evi- 
dently should  be  to  do  as  small  an  operation  as  is  consistent  with 
accomplishing  the  purpose  desired. 

The  late  Dr.  Bedford  Brown,  of  Virginia,  read  an  excellent  paper 
before  the  Southern  Surgical  and  Gynecological  Association,  in  which 
he  gave  his  experience  with  the  two  anesthetics.  His  observations 
were  that  where  the  brain  had  been  exposed  there  was  a  blanching 
of  it  with  the  use  of  chloroform  and  congestion  with  the  use  of  ether. 
This  paper  brought  out  an  interesting  discussion,  in  which  some  of  the 
arguments  were  used  that  have  been  advanced  today.  My  experience 
has  been  with  chloroform  largely ;  in  fact,  most  of  the  Southern  sur- 
geons use  chloroform,  and  they  have  deaths — more  deaths  than  are 
reported  ;  but  it  is  because  they  have  inexperienced  men  to  give  the 
anesthetic.  It  is  a  serious  matter  to  use  chloroform  indiscriminately 
— that  is,  to  have  inexperienced  men  administer  it.  While  I  have 
used  chloroform  in  my  surgical  work,  I  believe  for  general  use  we 
should  recommend  ether.  Very  few  patients  will  die  from  the  use  of 
ether  where  there  is  no  trouble  with  the  kidneys,  if  the  operation  is 
not  severe. 

Dr.  D.  Tod  Gilliam,  of  Columbus,  Ohio. — I  indorse  every  word 
that  Dr.  Davis  has  said  regarding  chloroform.  There  is  no  doubt  but 
that  the  use  of  chloroform,  administered  by  a  skilful  anesthetist,  is  a 
comparatively  safe  anesthetic,  and  we  will  get  excellent  results ;  but 
in  the  hands  of  surgeons  throughout  the  country,  who  do  not  have  the 
advantage  of  having  a  skilled  anesthetizer,  it  is  better  for  them  to  use 
ether.  It  is  a  catastrophe  for  a  surgeon  to  lose  a  case  under  an  anes- 
thetic, as  it  will  deter  people  from  having  operations  performed.  This 
must  be  considered.  I  have  seen  statistics  to  the  effect  that  chloro- 
form is  much  more  dangerous  in  hot  than  in  cold  weather. 

I  think  it  is  a  mistake  to  have  operating  rooms  too  hot.  To  have 
them  superheated  is  not  only  bad  for  the  patients,  but  bad  for  our- 
selves, especially  if  we  use  chloroform.  Again,  taking  patients  out  of 
an  operating-room  and  through  cold  halls  where  the  temperature  is 
not  above  normal  is  very  detrimental.  In  some  cases  you  may  have 
pneumonia  or  rheumatism  resulting.  Some  of  the  cases  may  be  septic, 
and  as  a  result  of  the  exposure  the  patient  may  suffer  subsequently. 
If  we  strive  to  keep  the  patient  warm  by  suitable  covering  and  the 
atmosphere  at  a  comfortable  temperature,  we  will  have  better  results. 

Dr.  Frederick  Blume,  of  Pittsburg,  Pa. — Unfortunately  I  did  not 
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hear  Dr.  Hall's  paper.  Last  month,  while  spending  my  vacation  in 
the  Adirondack  Mountains,  I  made  the  acquaintance  of  Dr.  Kemp,  of 
New  York,  and  had  a  very  interesting  conversation  with  him  on  the 
effects  of  different  anesthetics.  In  a  long  series  of  experiments  made 
by  him  and  Dr.  Thomson  the  use  of  ether  was  followed  by  albumin- 
uria in  a  very  large  percentage  of  the  cases.  Whenever  the  ether  was 
pushed,  and  during  profound  narcosis,  complete  suppression  occurred. 
I  wish  to  call  attention  to  these  investigations,  which,  as  Dr.  Kemp 
said,  will  be  published  in  the  near  future,  and  which  certainly  are  of 
great  interest  to  every  surgeon. 

Dr.  Charles  Greene  Cumston. — 4  wish  to  concur  entirely  in  the 
treatment  given  by  Dr.  Porter,  namely,  subcutaneous  injections  of 
saline  solution  to  bring  about  diuresis. 

Dr.  W.  B.  Dorsett,  of  St.  Louis,  Mo. — I  want  to  indorse  what  Dr. 
Ricketts  has  said  in  regard  to  the  quantity  of  chloroform  used.  I 
have  been  operating  for  twelve  years,  and  I  have  not  given  a  particle 
of  ether  in  that  time.  I  attempted  once  to  anesthetize  a  patient  with 
ether,  and  came  near  losing  her,  and  had  to  revert  to  chloroform.  I 
shall  not  do  an  abdominal  operation  with  a  patient  in  any  other  posi- 
tion than  the  Trendelenburg  position.  In  preparing  a  patient  for 
operation  her  intestinal  tract  is  not  only  cleaned  out  by  the  adminis- 
tration of  salts,  but  she  is  given  hypodermic  injections  of  strychnine 
several  hours  preceding  operation,  and  given  a  hypodermic  injection 
of  strychnine  when  placed  on  the  table,  and  given  an  enema  of  warm 
water  after  she  is  under  the  influence  of  chloroform.  I  have  not  seen 
a  drop  of  water  escape  from  the  intestinal  tract  with  the  patient  in 
the  Trendelenburg  position.  If  you  give  strychnine  hypodermically 
prior  to  operation  and  just  before  the  patient  is  put  under  the  anes- 
thetic, and,  if  necessary,  while  under  the  anesthetic,  you  will  have  no 
trouble  about  the  water  escaping  from  the  bowel.  If  you  throw  a 
high  enema  of  hot  water  into  the  bowel  she  will  not  suffer  from  thirst 
after  the  abdomen  has  been  opened.  I  have  followed  this  method  for 
the  last  three  years ;  and,  as  I  have  previously  said,  I  do  not  operate 
on  a  patient  in  any  other  position  than  the  Trendelenburg,  for  the 
reason  that  the  water  is  retained  and  absorbed  and  the  pulse-tension 
is  kept  even  and  uniform  throughout  the  entire  operation,  on  account 
of  the  elevation  of  the  hips  and  because  you  can  see  into  the  pelvis 
and  be  the  better  able  to  meet  conditions  found. 

Dr.  Hall  (closing  the  discussion).  ■ — I  did  not  take  up  the  subject  of 
urinalysis  in  my  paper,  for  obvious  reasons.  Many  points  have  been 
brought  up  in  the  discussion  that  were  not  dealt  with  in  the  paper, 
and  I  want  to  speak  of  one  or  two  points  that  have  been  developed. 
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In  reference  to  a  quantitative  analysis  and  the  amount  of  urea  secreted, 
these  are  important  points  in  all  cases.  In  all  cases  where  there  is  a 
deficiency  in  the  secretion  of  urea  there  will  be  some  inkling  of  it 
when  you  examine  the  urine  of  the  patient  for  albumin  and  casts.  In 
all  such  cases  the  amount  of  urea  should  also  be  determined. 

I  am  not  surprised  at  the  remarks  of  Dr.  Cumston  as  to  the  choice 
of  anesthetics  in  Boston  ;  but  if  I  were  to  practise  surgery  in  that  city 
I  would  give  chloroform  if  the  doctors  refused  to  speak  to  me.  It 
would  cut  no  figure  with  me.  As  to  the  remarks  of  Dr.  Ricketts,  I 
will  say  that  for  a  considerable  time  I  used  ether,  and  it  took  me  some 
time  to  make  up  my  mind  to  use  chloroform,  and  did  not  do  so  until 
I  was  convinced  that  it  was  to  be  preferred.  The  profession  in  Cin- 
cinnati ten  years  ago  were  not  favorable  to  the  use  of  chloroform. 
Physicians  would  dictate  which  anesthetic  the  patient  should  take  in 
sending  patients  to  us,  and  it  was  always  ether.  They  do  that  occa- 
sionally now  ;  but  when  they  do  it  I  tell  them  to  select  another  oper- 
ator, as  I  do  not  want  to  be  dictated  to  in  this  matter. 

I  agree  with  the  suggestion  of  Dr.  Porter  in  reference  to  subcuta- 
neous injections  of  saline  solution,  and  I  believe  they  are  good.  I  do 
not  believe  it  will  have  the  immediate  effect  of  making  the  kidneys 
secrete  more  urine  in  the  case  of  suppression  from  ether,  because  the 
saline  solution  does  exactly  what  diuretics  do.  There  is  an  additional 
pressure  brought  to  bear  on  the  kidneys  in  throwing  the  urine  off,  and 
we  are  putting  on  an  extra  load  which  the  kidneys  are  unable  to  carry. 
It  seems  to  me  we  must  make  compensation.  The  kidneys  at  this  time 
will  not  secrete  urine,  and  some  effort  should  be  made  to  tide  them 
over  until  nature  is  able  to  assist  in  elimination. 

Dr.  Porter. — Why  not  bleed  them,  doctor?    It  might  help  them. 

Dr.  Hall. — I  think  not.  I  agree  with  Dr.  Davis,  that  if  we  must 
have  a  man  give  chloroform,  who  has  not  had  much  experience  and 
gets  rattled  easily,  it  is  much  better  for  him  to  use  ether,  eveu  at  the 
risk  of  the  additional  jeopardy  to  the  kidneys  in  abdominal  work. 
The  point  I  want  to  make  is  this :  that  if  I  am  engaged  in  this  line 
of  work,  and  there  is  any  difference,  we  should  give  the  patient  the 
advantage  of  the  anesthetic.  But  for  the  general  practitioner  who 
does  emergency  operations  here,  there,  and  everywhere,  if  he  cannot 
have  an  experienced  anesthetizer  with  him  he  should  give  ether  in 
preference  to  chloroform.  I  do  not  want  a  man  to  give  an  anesthetic 
for  me  in  whom  I  have  not  the  greatest  confidence,  particularly  chlo- 
roform. 

A  great  deal  might  be  said  in  reference  to  the  heat  of  the  operating- 
room,  ventilation,  etc.,  as  remarked  by  Dr.  Gilliam,  and  we  should  not 


246 


ALBUMINURIA. 


have  that  foul  air  which  comes  from  persons  in  the  operating-room 
added  to  the  heat,  because  it  is  an  additional  load  to  the  operator,  and 
must  be  a  greater  one  to  the  patient. 

Dr.  Blume  referred  to  the  investigations  of  Thomson  and  Kemp.  In 
my  paper  I  referred  to  their  work,  and  I  hope  every  Fellow  of  the 
Association  will  read  their  article,  as  it  will  do  more  to  convince  you 
of  the  different  effects  of  the  two  anesthetics  than  anything  I  could 
say  in  this  paper.  Dr.  Blume  was  in  error  in  reference  to  what  he 
said  about  ether.  In  the  experiments  conducted  by  these  gentlemen, 
when  a  dog  was  thoroughly  under  the  influence  of  ether  the  suppres- 
sion of  urine  was  complete.  There  was  no  urine  secreted  while  the 
dog  was  fully  under  its  influence,  and  this  suppression  continued  as 
long  as  the  ether  was  kept  up,  whether  for  a  short  or  a  long  time.  The 
secretion  of  urine  under  chloroform,  on  the  other  hand,  was  not  inter- 
fered with.  Kept  up  and  carried  to  the  point  of  killing  the  dog  almost, 
the  urine  was  only  dimininshed  in  proportion  to  the  blood-pressure. 

Dr.  Dorsett  spoke  of  the  administration  of  strychnine  hypodermi- 
cally  as  a  part  of  the  preliminary  treatment,  which  I  consider  very 
important.  I  take  it,  we  all  give  our  patients  strychnine,  say  the  thir- 
tieth of  a  grain  to  the  average  patient,  three  or  four  times  a  day  for  a 
week,  before  an  operation  is  undertaken,  so  that  the  patient's  bowels 
will  be  more  easily  moved  after  operation. 


SOME  CLINICAL  OBSERVATIONS  BASED  UPON  ONE 
HUNDRED  AND  SIXTEEN  ABDOMINAL  SEC- 
TIONS FOR  OVARIAN  TUMORS. 


By  X.  0.  WERDER,  M.D., 

PITTSBURG. 


The  series  of  one  hundred  and  sixteen  cases  which  I  am  about 
to  report  is  strictly  limited  to  neoplasms  of  the  ovary,  and  does  not 
include  any  operations  performed  for  inflammatory  conditions  of 
ovaries  and  tubes.  It  represents  my  entire  experience  with  this 
class  of  tumors  removed  by  celiotomy  in  my  service  at  the  Mercy 
Hospital  of  this  city.  Ovariotomies  performed  at  other  institutions 
and  in  private  houses  have  been  omitted,  for  the  reason  that  their 
records  are  incomplete  and  fragmentary,  and  would  prove  of  no 
value  in  this  connection.  I  make  no  claims  for  completeness  in  a 
statistical  sense,  nor  is  it  intended  to  give  a  careful  aualysis,  anatom- 
ical or  clinical,  of  all  the  conditions  and  complications  noted,  as 
such  a  course  would  not  only  consume  too  much  of  your  valuable 
time,  but  it  would  lead  to  an  unnecessary  discussion  of  points  quite 
familiar  to  you  and  of  daily  experience  to  the  abdominal  surgeon. 
The  purpose  of  this  paper,  therefore,  is,  as  stated  in  the  title,  the 
consideration  of  some  clinical  observations  of  more  than  ordinary 
interest,  together  with  a  review  of  some  of  the  rarer  complications 
noted  in  the  treatment  of  these  cases. 

The  technique  of  ovariotomy  has  reached  such  a  degree  of  per- 
fection that  it  allows  of  very  little  improvement.  It  varies,  there- 
fore, very  little  in  the  hands  of  different  operators.  The  only 
points  of  importance  on  which  difference  of  opinion  still  exists  at 
the  present  time  are  the  necessity  of  irrigation  and  drainage.  It 
will  be  noticed  in  looking  over  the  tables  that  in  the  beginning  of 
my  work  a  large  majority  of  my  cases  were  flushed  and  drained; 
that  the  cases  thus  treated  became  gradually  less,  until  in  the  last 
two  or  three  years  irrigation  and  drainage  have  been  almost  entirely 
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abandoned.  In  fact,  irrigation  is  now  never  used  in  my  abdominal 
cases,  with  the  exception,  perhaps,  of  ectopic  cases  where  the  abdo- 
men is  filled  with  blood,  which  can  be  better  and  more  rapidly 
removed  by  a  stream  of  hot  water  than  by  any  other  means;  at  the 
same  time  it  serves  the  purpose  of  a  valuable  stimulant,  and  if  left 
in  the  abdominal  cavity  it  counteracts  the  shock  and  anemia  so 
generally  accompanying  this  condition.  The  glass  drainage  has 
been  discarded  long  ago.  Drainage  is  limited  to  those  cases  in 
which  it  has  either  been  impossible  to  arrest  all  oozing  in  the 
abdominal  or  pelvic  cavity,  or  where  large  raw  surfaces  have  been 
left  which  cannot  be  covered  up  or  shut  off  from  the  peritoneal 
cavity.  These  are  the  only  indications  for  drainage,  in  my  mind, 
if  we  exclude  abscesses  in  the  peritoneal  cavity  in  which  a  clean 
and  thorough  enucleation  of  the  sac  cannot  be  made,  such  as  some 
of  the  cases  of  appendicitis.  These  indications,  in  my  experience, 
are  best  met  by  gauze  packing,  preferably  conducted  into  the  lumen 
of  the  vagina,  so  that  it  will  not  interfere  with  complete  closure  of 
the  abdominal  wound.  Even  in  pus  cases  the  abdominal  cavity 
can  be  so  completely  and  carefully  packed  off  and  protected  that 
contamination  need  not  be  feared  ;  and  when,  after  the  enucleation 
of  pus  tubes,  a  bleeding  and  ragged  uterus  is  left,  it  is  better  prac- 
tice to  remove  that  organ,  so  as  to  secure  a  dry,  healthy  pelvic 
cavity,  than  to  remove  the  blood  collecting  in  the  pelvis  by  drain- 
age. The  Trendelenburg  posture  has  been  a  great  boon  to  the 
abdominal  surgeon,  not  because  it  makes  his  work  easier,  but  be- 
cause he  can  do  it  more  carefully  and  thoroughly,  and,  above  all, 
because  it  permits  careful  hemostasis.  Since  discarding  abdominal 
drainage,  deep  sinuses  and  fistula?  have  become  practically  unknown, 
and  our  results  have  become  better  and  more  satisfactory  in  every 
respect.  The  gauze  drainage  of  which  I  speak  has  become  neces- 
sary only,  with  few  exceptions,  in  cancerous  tumors  of  the  ovary 
in  which  the  free  and  persistent  pelvic  oozing  could  not  be  controlled 
in  any  other  way.  That  iodoform  gauze,  used  freely  in  this  man- 
ner, especially  in  old,  enfeebled  subjects,  is  not  entirely  devoid  of 
danger  was  shown  in  two  cases,  both  operated  for  malignant  neo- 
plasms of  both  ovaries,  which  suffered  from  quite  severe  iodoform- 
poisoniug,  from  which  they,  however,  recovered.  To  another 
danger,  the  formation  of  yellow  oxide  of  mercury  in  the  system 
when  calomel  is  administered  internally  in  the  presence  of  extensive 
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iodoform  dressings,  my  assistant,  Dr.  F.  E.  Simpson,  has  recently- 
called  attention. 

The  series  of  cases  reported  may  be  briefly  classified  as  follows  : 


Ovarian  cystomas  (oophoritic  and  paroophoritic) 
Parovarian  cysts  (5  of  them  intraligamentary) 
Dermoid  cysts  (bilateral,  1) 
Fibroid  of  ovary 
Sarcoma  of  ovary 
Cancerous  tumors 
Suppurative  dermoid 
Suppurative  oophoritic  cyst 
Torsion  of  the  pedicle 
Rupture  of  cyst 

Ovarian  cysts  with  tubercular  salpingitis 
Ovarian  cysts  complicated  by  appendicitis 


74 
12 
10 
1 
5 
13 
1 
1 
12 
6 
2 
4 


There  have  been  nine  deaths  in  the  whole  series,  or  7.8  per  cent., 
three  of  which  followed  ovariotomy  for  malignant  tumors.  Two 
of  these  proved  fatal  a  little  over  an  hour  after  the  patients  had 
been  returned  to  bed.  Both  were  far  advanced  cases,  greatly  re- 
duced by  suffering,  the  abdomen  enormously  distended  by  the 
tumor  and  the  accompanying  ascites,  and  both  legs  were  markedly 
edematous.  Both  were  made  fully  aware  of  the  desperate  chances 
of  an  operation  should  au  exploratory  incision  demonstrate  the 
feasibility  of  such,  but  they  were  anxious  to  get  relief  at  the  cost 
of  life  itself.  The  one  patient,  sixty-four  years  old,  had  a  solid 
sarcoma  of  the  ovary  reaching  above  the  umbilicus,  which  on  super- 
ficial examination  seemed  operable,  but  the  enucleation  was  accom- 
panied with  almost  insuperable  difficulties.  Not  only  were  the 
adhesions  in  the  pelvis  universal  and  unyielding,  but  the  tumor 
proved  to  have  a  retroperitoneal  development  growing  between  the 
layers  of  the  meseutery  and  embracing  the  right  common  iliac 
artery,  vein,  and  ureter,  which  passed  through  the  substance  of  the 
tumor  and  had  become  infiltrated,  so  that  they  were  torn  across 
when  the  tumor  was  delivered.  Though  all  bleeding  points  were 
promptly  and  permanently  secured,  the  patient  sank  rapidly  after 
the  completion  of  the  operation,  in  spite  of  free  stimulation  and 
infusion  with  normal  salt  solution.  Had  it  been  possible  to  foresee 
the  difficulties  of  this  operation,  it  would,  of  course,  not  have  been 
undertaken. 

In  the  second  case  the  malignant  cystoma,  which  filled  up  the 
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whole  abdominal  cavity  and  was  universally  adherent  even  to  the 
posterior  surface  of  the  liver  and  the  stomach,  was  complicated  by 
mitral  regurgitation.  Though  the  operation  was  not  unduly  pro- 
longed and  the  loss  of  blood  was  not  unusual,  she  never  rallied 
from  the  shock.  In  both  these  cases  the  disease  was  bilateral,  as 
it  was  also  in  the  third,  who,  though  the  operation  was  unusually 
difficult  and  somewhat  tedious,  did  fairly  well  until  the  fifth  day, 
when  she  died  with  symptoms  of  collapse  and  heart-failure.  No 
autopsy. 

Two  deaths  resulted  from  suppurating  cysts,  dermoid  and  oopho- 
ritic  respectively,  in  which  the  cyst  walls  were  necrotic,  almost 
gangrenous,  the  tumor  falling  to  pieces  in  the  delivery,  pouring 
quantities  of  exceedingly  fetid  pus  into  the  abdominal  cavity.  Both 
died  in  less  thau  three  days  from  fulminating  sepsis. 

One  very  weak  old  patient,  in  whom  a  torsion  of  the  pedicle 
was  found  to  be  the  cause  of  a  peritonitis  from  which  she  had  been 
confined  to  bed  four  or  five  weeks  before  her  admission  to  the  hos- 
pital, died  forty-eight  hours  after  operation. 

Another  patient,  sixty-seven  years  old,  with  an  enormous  tumor 
universally  adherent,  recovered  from  the  shock  of  the  operation 
without  difficulty  and  seemed  in  a  fair  way  to  recovery,  when,  on 
the  fifth  day,  there  appeared  evidences  of  pneumonia,  which  ran  a 
fatal  course  in  three  days. 

While  the  above  seven  deaths  may  be  classed  as  unavoidable,  I 
cannot  claim  the  same  with  a  perfectly  clear  consicence  for  the  next 
two.  A  girl  with  an  ovarian  cyst  was  admitted  to  the  hospital  with 
symptoms  of  peritonitis.  The  operation  showed  recent  parietal, 
intestinal,  and  omental  adhesions,  for  which,  however,  no  cause 
could  be  discovered.  Death  resulted  on  the  seventeenth  day,  due, 
as  the  autopsy  showed,  to  a  purulent  peritonitis,  at  least  two  quarts 
of  free  pus  having  been  found  in  the  abdominal  cavity.  Whether 
the  sepsis  antedated  the  operation  or  was  introduced  at  the  time  we 
have,  of  course,  no  way  of  knowing. 

The  next  case  was  a  young,  vigorous  woman,  from  whom  a  der- 
moid cyst  was  removed  without  difficulty.  Immediately  after  the 
operation  I  was  compelled  to  leave  the  city,  and  on  my  return,  eight 
or  ten  hours  later,  I  was  shocked  to  learn  of  her  death.  She  went 
into  a  gradual  collapse,  for  which  I  have  no  other  explanation  than 
consecutive  hemorrhage  due  to  slipping  ligatures.    No  autopsy 
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could  be  obtained.  Both  these  deaths  occurred  among  my  earliest 
cases,  which,  however,  is  scarcely  an  excuse,  especially  for  the  last 
one,  when  prompt  interference  might  have  saved  a  life. 

One  of  the  most  frequent  complications  during  the  growth  of  an 
ovarian  cyst  is  axial  rotation,  or  torsion  of  the  pedicle.  It  occurred 
twelve  times.  The  symptoms  attending  this  sad  accident  are 
usually  so  acute  and  characteristic,  and  accompanied  by  so  much 
local  and  constitutional  disturbance,  that  the  case,  1413,  must  cer- 
tainly be  regarded  as  a  remarkable  one.  A  complete  torsion  of  the 
pedicle  was  found,  and  the  cyst  was  surrounded  by  adhesions  of  a 
recent  character,  though  absolutely  no  history  could  be  obtained  of 
any  such  trouble,  nor  was  the  patient  at  any  time  during  the  last 
year  or  two  compelled  to  remain  in  bed.  The  patient,  an  old  lady, 
sixty-five  years  of  age,  of  more  than  ordinary  intelligence,  was 
carefully  questioned,  but  she  denied  having  had  any  symptoms  what- 
soever accompanying  such  an  accident.  The  only  disturbances  she 
complained  of  were  those  of  irritability  of  the  stomach  and  iudi- 
gestiou.  The  supposition  that  the  rotation  was  so  slow  and  gradual 
that  it  did  not  seriously  interfere  with  the  circulation  of  the  cyst 
is  disproved  by  the  fact  that  the  cystic  fluid  contained  much  blood, 
no  doubt  the  result  of  ruptured  bloodvessels  from  venous  obstruc- 
tion, and  by  the  numerous  recent  adhesions,  evidencing  inflamma- 
tory disturbances. 

That  an  acute  axial  rotation  of  a  small  cyst  of  the  right  ovary 
may  simulate  an  attack  of  appendicitis  has,  I  believe,  been  repeat- 
edly observed.  I  saw  such  a  case  in  consultation  recently,  in  which 
I  unhesitatingly  confirmed  the  diagnosis  of  appendicitis  made  by 
the  attending  physician,  but  at  the  operation  the  next  morning  an 
unsuspected  small  ovarian  cyst,  with  torsion  of  the  pedicle,  was 
found  to  be  the  cause  of  peritonitis.  That  appendicitis,  however, 
may  give  rise  to  symptoms  analogous  to  torsion  of  the  pedicle,  and 
may  lead  to  mistaken  diagnosis  in  the  presence  of  a  cyst,  has  to  my 
knowledge  never  been  pointed  out.  This  has  occurred  in  three  of 
my  cases,  in  all  of  which  I  operated  on  the  supposition  that  the 
inflammatory  condition  had  been  induced  by  a  torsion.  I  found 
the  cyst  walls  covered  with  receut  adhesions  to  abdominal  walls, 
omentum,  and  especially  intestines,  but  the  pedicle  in  a  normal 
condition.  The  appendix  vermiformis  in  all  cases  was  firmly 
adherent  and  diseased,  in  two  cases  containing  pus.    One  patient 
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was  quite  septic  before  operation,  with  hectics,  vomiting,  etc.  The 
whole  cyst  was  necrotic,  almost  gangrenous,  and  had  evidently 
become  infected  by  the  appendix.  The  microscope  showed  a  con- 
dition of  necrosis,  and  not  malignancy  as  was  first  suspected.  The 
uterus,  a  raw,  bleeding  mass,  was  removed  with  the  cyst.  Though 
the  patient's  convalescence  was  complicated  and  retarded  by  an 
attack  of  pneumonia,  she  finally  made  a  good  recovery.  It  is 
rather  a  singular  coincidence  that  another  case  in  which  we  found 
an  appendicitis,  instead  of  torsion  of  the  pedicle  as  we  had  expected, 
also  passed  through  an  attack  of  pneumonia  during  her  convales- 
cence. 

Adhesion  of  the  appendix  vermiformis  with  a  number  of  intes- 
tinal coils  attached  to  the  cyst-wall,  especially  on  the  right  side,  has 
been  observed  in  not  a  few  other  cases,  and  in  only  two  was  it  ex- 
amined and  found  diseased.  A  careful  investigation  of  the  appendix 
in  the  others  would,  no  doubt,  have  discovered  sufficient  evidence 
of  disease  in  that  organ  to  explain  the  localized  peritonitis  which 
resulted  in  the  adhesions  to  the  cyst. 

Rupture  of  the  cyst  preceding  operation  is  a  recognized  though 
infrequent  complication,  and  its  import  depends  largely  on  the  con- 
dition of  the  cystic  fluid.  It  has  been  observed  six  times  as  a  result 
of  a  very  vigorous  examination  following  tapping,  and  from  a  fall; 
in  the  others  it  has  probably  been  spontaneous,  brought  about  by 
perforations  caused  by  papillomata.  While,  as  a  rule,  the  perito- 
neum shows  a  remarkable  tolerance  to  the  cystic  fluid,  its  presence 
in  the  peritoneal  cavity  usually  causes  a  decided  irritation  with 
more  or  less  thickening  of  the  peritoneum,  which  was  noticed  in 
some  cases  covered  with  a  peculiar  whitish,  sticky  substance  not 
unlike  the  vernix  caseosa  of  the  infant.  In  two  cases,  one  a  malig- 
nant cyst,  the  rupture  was  evidently  followed  by  a  higher  grade  of 
inflammation,  for  the  fluid  was  found  imprisoned  in  a  sac  of  adven- 
titious or  pseudo-membranous  tissue,  covering  and  shutting  off  all 
the  abdominal  viscera,  so  that  the  ovariotomy  was  practically  extra- 
peritoneal. 

Rupture  is  usually  followed  by  a  very  rapid  increase  of  the  abdo- 
men. In  one  case  the  peritoneal  cavity  contained  by  weight  118 
pounds  of  fluid,  while  the  cyst  walls  only  weighed  5 J  pounds,  fluid 
and  cyst,  therefore,  representing  the  enormous  weight  of  12Sh 
pounds.    Another  patient  suffered  from  profound  collapse  for  sev- 
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eral  days  as  a  result  of  a  fall  on  her  abdomen,  with  rupture  of  the 
cyst.  Her  abdomen  then  increased  very  rapidly,  her  limbs  were 
enormously  swollen,  and  she  suffered  from  constant  dyspnea,  com- 
pelling her  to  remain  in  a  sitting  posture  day  and  night.  During 
the  few  days  in  the  hospital  preparatory  to  operation  she  passed 
only  four  ounces  of  urine  in  twenty-four  hours.  It  was  loaded 
with  albumin,  hyaline,  granular,  and  epithelial  casts.  There  was 
also  considerable  valvular  insufficiency.  She  had  to  be  anesthe- 
tized, and  the  incision  was  made  in  the  sitting  posture  on  account 
of  her  inability  to  lie  down.  The  abdominal  walls  were  very  edema- 
tous. The  peritoneum  was  greatly  thickened,  and  had  at  first  been 
mistaken  for  the  adherent  cyst,  for  which  reason  it  was  separated 
from  the  abdominal  walls  for  a  considerable  distance.  The  larger 
portion  of  the  fluid  was  contained  in  a  sac  of  adventitious,  tissue,  of 
which  the  cyst  itself  formed  a  part.  The  patient  rallied  nicely 
from  the  operation,  the  quantity  of  uriue  rapidly  increased,  edema 
diminished  and,  along  with  all  evidences  of  nephritis,  had  entirely 
disappeared  on  her  discharge. 

Another  unusual  complication  with  ovarian  cyst  is  tubercular 
salpingitis.  This  was  found  present  in  two  cases ;  in  one,  the  cyst 
as  large  as  a  pregnant  uterus  at  six  months,  the  lower  third  was 
covered  with  tubercles,  as  were  also  the  intestines  in  the  neighbor- 
hood, while  the  rest  of  the  cyst  seemed  normal.  On  the  other  side 
the  tube  was  tubercular,  cheesy,  and  as  large  as  a  sausage.  She  has 
remained  perfectly  well  ever  since.  The  other  had  a  small  cyst  on 
the  left  side,  firmly  adherent  and  embedded  in  tubercular  masses, 
while  on  the  other  side  a  large  tubercular  tube  was  removed. 
Shortly  after  her  return  home  she  was  attacked  with  "  la  grippe," 
followed  by  a  general  tuberculosis,  to  which  she  succumbed  within 
three  or  four  mouths. 

One  patient,  who  two  years  previously  had  a  large  multilocular 
left  ovarian  cyst  removed,  presented  herself  for  operation  with  car- 
cinoma of  the  right  ovary.  That  organ  was  found  perfectly  normal 
at  the  first  operation. 

Malignant  disease  of  the  ovary  is  of  quite  frequent  occurrence. 
Olshausen  gives  the  proportion  as  15  per  cent,  of  all  tumors  of  the 
ovary  ;  Colin  has  found  16.1  per  cent,  among  the  cases  operated  on 
by  Schroder;  Leopold  in  his  experience  had  22  per  cent.;  Fritsch 
18  per  cent.    Among  the  116  cases  tabulated  were  18  ovarian 
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tumors  of  a  malignant  character,  5  of  which  were  sarcoma  and  13 
carcinoma.  If  I  may  add  to  these  seven  exploratory  incisions  for 
inoperable  cancerous  tumors  not  included  in  this  report,  the  number 
would  be  increased  to  25 — i.  e.,  20.3  per  cent.  But  this  does  not 
give  the  full  proportion,  as  we  all  see  many  cases  at  such  an  advanced 
stage  that  operation  is  out  of  the  question.  The  fact  that  such  a 
large  percentage  of  ovarian  tumors  is  malignant  should  be  an  im- 
portant reason  for  operating  on  all  ovarian  neoplasms  as  soon  as 
they  are  discovered,  especially  because  in  all  probability  the  majority 
of  malignant  ones  are  benign  at  the  beginning  and  become  malig- 
nant only  in  the  course  of  their  development. 

While  the  treatment  of  ovarian  tumors  in  general  is  no  longer  a 
matter  of  dispute,  the  same  unanimity  of  opinion  does  not  exist  in 
regard  to  malignant  tumors.  Most  authorities  discourage  opera- 
tion on  account  of  the  great  mortality  and  the  almost  certain  recur- 
rence of  the  disease.  These  are  the  opinions  held  by  such  recognized 
authorities  as  Spencer  Wells,  Keith,  and  Olshausen.  Our  newest 
works  dismiss  the  subject  with  a  few  lines  not  at  all  encouraging 
for  operative  treatment.  Within  the  last  few  years,  however,  a 
more  hopeful  view  of  the  subject  has  been  gaining  ground.  Schro- 
der's results  in  a  hundred  operations  for  malignant  tumors,  reported 
by  Cohn,1  probably  brought  about  this  change.  His  operative  mor- 
tality was  20  per  cent.  Of  the  cases  recovered,  15  per  cent,  soon 
afterward  succumbed  to  the  disease,  but  19.5  per  cent,  were  still 
living  at  the  end  of  the  first  year,  and  in  five  the  cure  was  main- 
tained for  from  three  to  four  and  a  half  years.  Leopold2  and 
Fritsch3  more  recently  have  reported  equally  good  results,  so  that 
the  pessimistic  views  held  in  regard  to  the  treatment  of  malignant 
neoplasms  of  the  ovary  seem  scarcely  tenable  at  the  present  time. 

A  review  of  my  own  18  cases  shows  a  mortality  of  3,  or  16.4 
per  cent.,  from  operation.  Of  the  15  surviving  patients,  1  is  still 
at  the  hospital  convalescing  from  the  operation;  1  has  not  been 
heard  from  since  her  discharge  from  the  hospital ;  2  have  died  from 
the  disease  within  three  or  four  months,  3  within  five  or  eight 
months,  1  was  well  at  the  end  of  six  months,  1  at  eleven 

1  Zeitschrift  fur  Geburtshulfe  und  Gyniikologie,  1886,  Band  xii. 
1  Gerieht  iiber  die  Gyniikol.  Operations  des  Jahrganges  1891-1892. 

8  Geburtshiilfe  und  Gyniikologie,  Band  ii.,  Arbeiten  aus  der  KBnigl,  Fraueuklinik  in 
Dresden. 
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months,  1  at  the  end  of  a  year,  1  after  eighteen  months,  1  after 
twenty-two  months,  1  after  two  years,  1  after  three  years,  1  after 
three  years  and  two  months.  Another  patient  died  three  years 
after  the  operation  from  a  return  of  the  disease  in  the  pelvic  and 
abdominal  walls.  The  most  favorable  prognosis  is  undoubtedly 
offered  by  the  sarcomas,  as  none  of  them  have  so  far  had  a  recur- 
rence. The  reason  of  this  is  probably  the  absence  of  metastatic 
processes  and  the  freedom  from  adhesions,  through  which  the  dis- 
ease is  easily  propagated.  In  this  I  am  sustained  by  the  experience 
of  Cohn,1  who  says  that  sarcoma,  so  very  malignant  when  affecting 
other  organs,  gives  the  best  chances  of  all  malignant  tumors  of  the 
ovary.  Olshausen  confirms  this  and  observes  that  it  rarely  causes 
metastases.  L.  Pick2  regards  the  prognosis  of  sarcoma  of  the  ovary 
when  bilateral  as  very  unfavorable,  but  far  better,  even  favorable, 
when  confined  to  one  side  only. 

The  fact  that  three,  or  20  per  cent.,  of  what  seemed  to  be  the 
most  unpromising  cases  of  carcinoma  of  the  ovary  have  survived 
three  years  after  operation,  and  that  two  of  these  are  still  in  good 
health,  seems  to  be  the  best  argument  in  favor  of  operation  in  all 
malignant  tumors  as  long  as  their  removal  seems  possible.  Aban- 
doning a  case  as  hopeless  after  an  exploratory  incision  has  demon- 
strated the  malignant  character  of  the  tumor  is,  in  my  opinion, 
unjustifiable  unless  we  have  convinced  ourselves  of  the  inopera- 
bility  of  the  tumor.  I  wish  to  emphasize  this  statement,  for  the 
reason  that  what  may  appear  to  us  clinically  as  an  undoubtedly 
malignant  tumor  may  not  be  cancerous  at  all.  This  fact  I  have 
learned  from  personal  experience,  as  the  following  unusually  inter- 
esting and  instructive  case  will  demonstrate.  Dr.  Barber,  on 
December  10,  1895,  brought  a  patient,  forty-seven  years  old,  to 
Mercy  Hospital  with  an  abdominal  tumor  which  had  been  noticed 
for  a  year,  but  which  had  rapidly  enlarged  during  the  last  few 
months.  The  abdomen  was  distended  to  almost  the  size  of  a  preg- 
nancy at  term  ;  there  were  marked  emaciation  and  some  edema  of 
the  extremities.  The  pelvis  was  filled  with  an  irregular  mass 
extending  on  both  sides  of  the  uterus,  the  latter  fixed  ;  a  good  deal 
of  ascites.  The  abdomen  was  opened  December  16,  1895,  and  a 
large  amount  of  ascitic,  blood-stained  fluid  evacuated.    Upon  either 

1  Loc.  cit. 

-  "  Zur  Syrnntomatologie  und  Prognose  der  Sarkome  des  Eierstokes."  Centralblatt  f.  Gynii- 
kologie,  1894,  No.  39. 
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side  and  behind  the  uterus,  reaching  several  inches  above  the  sym- 
physis, was  a  semisolid  mass  firmly  adherent  in  the  pelvis  and 
everywhere  covered  with  cauliflower  excrescences,  which  latter  also 
had  invaded  the  uterus  and  bladder.  The  intestines  were  here  and 
there  adherent  to  these  masses,  which,  in  places,  were  as  large  as  a 
fist;  then  the  intestines  were  apparently  infiltrated  by  the  same 
papillary  growths.  Wherever  the  finger  could  reach  in  the  pelvis 
the  same  cauliflower  growths  were  encountered,  bleeding  quite  pro- 
fusely at  the  slightest  touch.  Feeling  quite  satisfied  of  the  malig- 
nant character  of  this  neoplasm,  a  thorough  removal  of  which 
seemed  out  of  the  question,  and  on  account  of  the  feeble  condition 
of  the  patient,  who  seemed  scarcely  able  to  stand  such  a  bloody 
procedure,  non-interference  was  decided  upon.  On  her  discharge 
her  abdomen  had  filled  up  to  its  former  size,  and  a  speedy  termina- 
tion was  looked  for.  You  can  imagine  my  surprise  when  the  same 
patient  appeared  in  my  office  two  years  later,  iu  December,  1897, 
looking  improved  and  in  better  physical  condition  than  she  was 
when  I  saw  her  last.  She  had  been  tapped  thirteen  times  since  the 
operation,  but  during  the  last  three  or  four  months  the  abdomen 
showed  less  tendency  to  refill  than  before,  and  had  not  required 
tapping.  The  examination  showed  little  change  in  the  pelvis. 
While  the  tumor  was  considerably  larger,  the  ascites  had  materially 
diminished. 

The  abdomen  was  reopened  in  December,  1897.  To  my  surprise 
the  cauliflower  growths  so  profusely  scattered  over  pelvis  and  abdo- 
men were  seen  only  here  and  there.  The  tumor,  however,  was 
universally  adherent,  was  partly  intraligamentous,  and  had  also 
developed  in  the  left  mesocolon. 

The  operation  was  unusually  bloody,  but  a  complete  enucleation 
was  effected  (with  hysterectomy),  the  patient  making  a  good  recov- 
ery and  enjoying  excellent  health  ever  since,  as  her  physician,  Dr. 
Hockenberry,  informed  me  a  few  days  ago. 

The  tumor  was  a  bilateral  paroophoritic  cyst  which  had  com- 
pletely coalesced,  forming  one  tumor  only,  with  two  pedicles. 
Microscopical  examination  showed  it  to  be  a  papilloma,  non-malig- 
nant in  character,  at  least  anatomically  speaking.  Clinically,  papil- 
lomatous tumors,  according  to  Cohn,1  and  J.  Whitridge  Williams,2 


1  Loc.  cit. 


-  Johns  Hopkins  Hospital  Reports,  vol.  iii. 
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are  to  be  classed  with  the  malignant  tumors,  on  account  of  their 
tendency  to  secondary  metastasis  and  their  marked  disposition  to 
malignant  degeneration.  I  am,  therefore,  justified  in  believing  that 
in  the  course  of  time  this  would  have  developed  into  a  true  carci- 
noma. 

It  is  often  not  easy  at  an  exploratory  incision  to  estimate  the 
difficulties  and  dangers  accompanying  an  enucleation  of  a  malig- 
nant tumor.  Their  frequent  intraligamentous  and  retroperitoneal 
development  and  their  extremely  vascular  attachments  make  the 
procedure  the  most  difficult  and  certainly  the  bloodiest  in  abdom- 
inal surgery.  What  may  at  first  appear  an  operation  of  compara- 
tively easy  execution  may  prove  an  almost  impossible  task.  In 
no  other  cases  is  boldness  combined  with  quick,  sound  judgment  so 
essential  to  success  as  in  ovariotomies  for  malignant  tumors. 

When  we  consider  that  until  fifteen  years  ago  ovariotomy  for 
ovarian  tumors  was  practically  the  only  typical  operation  in  the 
abdomen  with  which  we  were  familiar  we  cannot  but  marvel  at  the 
progress  and  the  advances  made  in  abdominal  surgery  during  this 
brief  period.  At  present  ovariotomy  forms  only  a  small  percent- 
age of  the  surgeon's  work.  An  examination  of  the  records  in  my 
service  shows  that  the  proportion  of  ovariotomies  to  intraperitoneal 
operations  required  for  other  pathological  conditions  in  the  pelvis 
and  abdomen  is  scarcely  20  per  cent.  While  many  of  these  newer 
operations  are  engrossing  almost  our  whole  attention  in  the  discus- 
sions of  our  societies,  ovariotomy  has,  nevertheless,  lost  none  of  its 
interest  and  importance,  as  it  is  the  mother  operation,  to  which  all 
others  owe  their  origin. 

I  submit  herewith  a  tabulated  statement  of  these  operations,  to 
which  your  attention  is  invited  upon  publication  in  the  Transac- 
tions. 
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P.  oper. 
compl. 

Difficulty  in 

moving 
bowels ;  two 

days  after 
oper'n  linally 
effected  by  20 
grs.  calomel 
in  1  gr.  doses 
every  hour. 

Fecal  fistula 
3d  day ;  pro- 
found iodo- 
form poison- 
ing with  very 

Oper.  compl. 

Vermiform  ap- 
pendix commu- 
nicated with 
right  cyst,  colloid 
material  being 
squeezed  from  it, 
and  the  opening 
closed  with  silk 

suture. 
Extensive  adhe- 
sions to  pelvis, 
uterus,  and  intes- 
tines, and  papil- 
lomatous infiltra- 
tion of  abdomi- 
nal viscera. 
Firm  adhesions 
to  uterus. 

Extensive  adhe- 
sions tooment'm, 
intestines,  colon, 
uterus,  and  pel- 
vis; frightful 

Operative 
procedure. 

Ovariotomy; 
no  drainage. 

Ovariotomy; 

bilateral ; 
com'nicating 

vermiformis 
closed  ;  glass 
drain  for  24 
hours. 

Ovariotomy; 

hysterect'my 
with  extra- 
peritoneal 

treatment  of 
pedicle  and 

vagin'l  drain. 

Ovariotomy 

(S) ;  salpingo- 
oiiphorec- 
tomy  (D) ; 
no  drain. 

Ovariotomy; 
salpingo- 
oiiphorec- 

tomy ;  gauze 
drainage. 

Ovariotomy 
(D) ;  gauze 
drain. 

Clinical 
diagnosis. 

Ovarian 
cyst. 

Ovarian 
cyst. 

Malignant 
ovarian 
cyst. 

Ovarian 
cyst. 

Ovarian 
cyst. 

Malignant 
ovarian 
cyst. 

General 
health. 

Good. 
Fair. 

Emaci- 
ated. 

Good. 

Emaci- 
ated. 

Preg- 
nan- 
cies. 

:          :                             :                     <N  <o 

Age 
and 
social 
cond'n. 

46 
Single 

35 
Single 

Single 

34 
Marr'd 

36 
Marr'd 

47 
Widow 

Referred 
by 

Patter- 
son 

Offut 
Vankirk 

Burkett 

McKel- 
vey  and 

Funden- 
berg 

Gynec. 
Rec. 
No. 

743 
June21, 

1895 
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Julyl9, 

1895 

769 
July  27. 
1895 

772 
July  29, 
1895 
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Sept.12, 
1895 

794 
Sept.18, 
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Name. 

Miss 
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Removal  of 
cyst,  both 
ovaries  and 
tubes  being 
left  intact. 

Ovariotomy. 

Ovariotomy. 

Ovariotomy 
(B);  flushing, 
glass  drain- 
age. 

Ovariotomy; 
drainage 
24  hours. 

Ovarian 
cyst. 

Ovarian 
cyst. 

Ovarian 
cyst. 

Malignant 
ovarian 
cyst  of 
both  ova- 
ries. 

Ovarian 
cyst. 

Good. 

Good. 

Good, 

Very 
poor, 
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ated. 

Good. 
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Operative 
procedure. 

Median  in- 
cision 18", 
adventitious 
protecting 
sac  opened  ; 
right  ovarian 
cvst  deliver'd 
'  removed ; 
left  adnexa 
delivered 
removed ; 
adventitious 
sac  stitched 
to  wound 
edges ;  glass 
and  gauze 
drainage. 

Clinical 
diagnosis. 

Ruptured 
ovarian 
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peri  tonitis 
etc. 

General 
health. 
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DISCUSSION. 

Dr.  James  F.  W.  Ross,  of  Toronto,  Canada. — Dr.  Werder  is  to  be 
congratulated  on  his  results,  and  I  am  sure  the  cases  he  has  given  us 
will  add  materially  to  the  literature  of  the  subject  on  this  side  of  the 
ocean.  I  was  particularly  interested  in  that  part  of  the  paper  in 
which  he  related  the  case  of  a  tumor  that  had  become  amalgamated 
to  one  side  or  had  grown  together,  having  two  pedicles,  because  I  do 
not  think,  in  the  whole  range  of  abdominal  surgery,  outside  of  opera- 
tion for  ectopic  gestation  and  removal  of  the  placenta,  that  we  can 
have  anything  that  is  more  bloody  during  its  performance  than  the 
removal  of  such  a  double  tumor.  The  reason  for  this  is  quite  obvious. 
It  is  impossible  to  get  to  the  one  pedicle  ;  you  can  surround  the  pedicle 
on  one  side,  but  the  difficulty  is  to  reach  the  pedicle  on  the  other,  and 
the  tumor  will  bleed  with  great  rapidity.  I  have  had  one  such  case. 
The  patient  was  put  to  bed  in  the  operating-room,  a  priest  was  sent 
for  to  give  the  last  rites  of  the  Church,  supposing  that  she  had  no 
chance  to  live.  However,  she  made  a  good  recovery.  In  that  opera- 
tion I  learned  something  that  would  help  me  very  materially  in 
undertaking  a  similar  case,  and  that  is,  the  fact  must  be  impressed 
upon  operators  that  the  operation  should  be  very  rapid  in  these  cases, 
and  that  we  should  early  strive  to  control  both  pedicles  and  finish  the 
enucleation  from  the  bed  of  adhesions  afterward ;  we  should  use  a 
large  number  of  sponges  for  the  purpose  of  controlling  hemorrhage. 

I  was  very  much  interested  in  the  author's  description  of  malignant 
tumors  of  the  ovary,  and  it  is  in  this  connection  I  want  to  relate  a 
recent  experience  which  may  be  of  some  interest  to  the  other  Fellows 
of  the  Association.  Ten  months  ago  a  young  woman,  nineteen  years 
of  age,  came  to  me  with  a  large  tumor  in  the  abdomen.  I  operated 
and  found  a  tumor  of  the  ovary ;  the  tumor  was  shelled  out  without 
any  adhesions ;  it  was  semisolid  and  could  not  be  punctured.  I  exam- 
ined the  other  ovary  with  the  naked  eye,  and  there  was  nothing  that 
either  I,  my  assistant,  or  the  other  gentlemen  who  were  present  could 
make  out  which  was  indicative  of  disease.  Ten  months  after  the 
woman  was  brought  to  me  again  with  another  tumor  of  the  abdomen. 
I  examined  the  abdominal  wall,  and  found  it  edematous  on  the  sur- 
face ;  the  growth  had  returned  again  in  the  peritoneal  cavity  and  the 
surrounding  tissues.  I  removed  a  tumor  almost  identical  with  that 
taken  out  from  the  other  side ;  there  were  no  adhesions,  and  the 
pedicle  was  tied  off.   The  interesting  point  is  that  there  was  noticed  in 
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the  mesentery  and  omentum  star-like  cicatrices,  showing  the  progress 
of  malignancy  and  also  malignant  disease  of  the  vermiform  appendix. 
Each  growth  proved  to  be  encephaloid  cancer  of  the  ovary. 

In  discussing  off-hand  a  paper  like  Dr.  Werder's  o/ie  does  so  at  a 
great  disadvantage.  We  can  all  read  this  contribution  when  it  shall 
have  been  published,  and  profit  by  the  experience  of  the  essayist. 

Dr.  Lewis  S.  McMurtry,  of  Louisville,  Ky. — Some  years  ago  the 
Fellows  of  the  Association  will  remember  that  Mr.  Tait  reported  134 
successful  ovariotomies  with  two  deaths,  and  made  the  remark  that 
the  last  words  were  spoken  on  the  subject  of  ovariotomy.  I  think 
that  Dr.  Werder's  paper  demonstrates  that  the  subject  is  by  no  means 
finished,  and  I  am  sure,  also,  that  the  experience  of  the  Fellows  will 
demonstrate  the  same  thing.  We  have  fewer  large  ovarian  tumors 
to  deal  with  today  thau  formerly,  because  in  preantiseptic  days  there 
was  a  mortality  of  40  per  cent,  following  operations.  This  has  now 
been  reduced  to  y6^  per  cent.  At  that  time  it  was  difficult  to  obtain 
consent  for  early  operation.  Now  the  cases  are  discovered  early  by 
physicians,  the  success  of  operation  made  known  to  the  patient,  and 
we  have  early  operations,  instead  of  late  ones,  for  ovarian  cysts.  There 
are,  however,  a  large  number  who  do  not  avail  themselves  of  early 
operation ;  within  the  last  month  I  have  removed  two  ovarian  cysts 
that  weighed  over  fifty  pounds.  Many  of  these  cases  are  complicated. 
In  the  first  place  I  wish  to  allude  to  Dr.  Werder's  case  of  slipped 
pedicle ;  he  had  one  with  a  fatal  result.  He  need  not  blame  himself 
because  of  that,  for  if  we  will  take  the  experience  of  any  surgeon  who 
has  done  a  hundred  abdominal  sections  he  will  have  had  one  or  more 
such  experiences. 

I  wish  to  refer  to  flushing  and  drainage.  As  the  operative  experi- 
ence of  Dr.  Werder  increased  he  did  less  flushing  and  drainage,  but 
it  ought  not  to  be  taken  as  an  argument  against  flushing  and  drain- 
age. I  cannot  conceive  of  certain  cases  of  ruptured  cysts  that  can  be 
well  managed,  or  where  the  operator  has  not  developed  the  skill  that 
Dr.  Werder  has  after  his  large  experience,  without  flushing  and 
drainage. 

I  recall  the  case  of  a  woman  now  Iiviug  in  which  I  operated  three 
years  ago.  For  six  weeks  prior  to  operative  interference  she  was  said 
by  the  family  physician  to  have  typhoid  fever,  and  it  was  thought  she 
would  not  live.  However,  she  recovered  from  her  acute  illness,  and 
when  I  opened  the  abdomen  I  found  a  ruptured  ovarian  cyst  with 
extensive  peritonitis.  I  flushed  the  cavity  and  removed  the  gelat- 
inous ovarian  fluid  from  the  peritoneum.  Many  such  cases  of  perito- 
nitis are  reported  as  typhoid  fever. 
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We  ought  to  know  more  about  the  bacteriology  of  these  cysts  and 
their  contents.  I  have  seen,  as  you  all  have  seen,  cases  where  the 
entire  peritoneum  has  been  soiled  with  dirty  fluid  and  pus  and  no 
harm  done.  There  is  nothing  characteristic  to  be  noted  in  the  gross 
appearance  of  the  contents  of  ovarian  cysts  to  distinguish  septic  and 
non-septic  cases. 

Dr.  Rufus  B.  Hall,  of  Cincinnati,  Ohio. — I  wish  to  emphasize 
what  Dr.  McMurtry  has  said  in  reference  to  this  paper.  The  Associa- 
tion owes  Dr.  Werder  a  debt  of  gratitude  for  presenting  this  valuable 
report  to  us.  I  want  to  say  a  word  or  two  now  in  reference  to  opera- 
tion for  malignant  disease  of  the  ovaries.  Like  the  essayist,  I  believe 
we  owe  it  to  the  patient  to  give  her  the  chance  of  removal  of  the 
tumor  if  it  is  operable.  I  could  cite  a  number  of  cases  to  sustain  this 
assertion,  but  I  do  not  care  to  consume  the  time  with  the  recital  of 
them.  I  will  cite  one  in  particular.  A  young  woman,  twenty  years 
of  age,  was  operated  on  by  a  distinguished  operator  of  our  city  some 
ten  years  ago.  From  one  side  he  removed  a  solid  tumor  that  was 
very  suspicious  in  its  character.  Microscopical  examination  proved 
that  it  was  malignant  and  of  the  sarcomatous  variety.  A  very  unfa- 
vorable prognosis  was  given  to  the  friends  of  the  patient  and  family. 
It  was  justified  from  the  examination.  These  cases,  as  we  all  know* 
soon  have  a  recurrence  and  die.  Less  than  a  year  ago  I  operated 
upon  the  same  patient  for  the  removal  of  a  solid  tumor  on  the  oppo- 
site side  and  of  the  same  character  pathologically.  Ten  years  have 
been  added  to  the  woman's  life,  and  there  was  no  indication  of  involve- 
ment of  any  of  the  other  tissues  except  the  ovary  in  the  second  operation. 
There  was  to  be  seen  a  non-adherent,  small  tumor,  rather  pearly  in 
appearance.  If  we  make  a  diagnosis  in  these  cases  and  do  not  operate,  but 
let  the  jiatients  die,  they  lose  several  years  of  a  perhaps  valuable  life. 
This  woman  is  not  conscious  that  she  has  malignant  disease,  and  she 
is  now  hopeful  that  she  will  not  have  any  recurrence.  I  believe  in 
some  of  these  cases  we  will  have  immunity  from  recurrence  for  a  long 
time,  particularly  in  some  of  the  papillomatous  variety,  and  not  a  few 
of  them  will  remain  well  for  a  long  time. 

A  word  in  reference  to  drainage.  I  do  not  believe  we  talk  drainage 
enough  in  this  Association.  I  am  inclined  to  think  we  are  draining 
too  little  rather  than  too  much.  I  have  not  discarded  drainage  by 
any  means.  I  like  a  glass  drainage-tube.  I  do  not  use  it  as  often  as 
I  formerly  did,  even  two  or  three  years  ago,  but  I  do  use  it  in  all  cases 
in  which  I  soil  the  peritoneal  cavity  with  septic  material.  I  use  a 
drainage-tube  for  twenty-four  or  forty  eight  hours,  preferably  the 
latter.    The  reason  why  I  favor  drainage  in  these  cases  is  that  we 
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have  an  unusual  amount  of  secretion  following  these  operations,  more 
than  in  ordinary  cases  of  peritonitis,  and  this  secretion  can  be  removed 
through  a  drainage-tube.  On  the  other  hand,  those  are  the  cases  in 
which  we  get  typhoid-fever  symptoms  after  operation.  The  secretion 
is  contaminated,  it  turns  to  pus,  and  the  patient  tries  to  remove  it,  and 
the  symptoms  she  has  simulate  typhoid  fever.  A  drainage-tube  may 
obviate  all  this. 

Dr.  D.  Tod  Gilliam,  of  Columbus,  Ohio. — Since  the  subject  of 
drainage  has  come  up  I  think  we  are  draining  fully  enough  ;  and  while 
I  have  not  entirely  discarded  the  glass  drainage-tube,  still  I  have  very 
little  use  for  it.  When  I  started  out  to  drain  in  my  surgical  work  I 
drained  nearly  every  patient  I  operated  upon.  I  had  bad  results  fol- 
lowing my  operations  as  regards  mortality  and  subsecpient  hernias,  to 
say  nothing  of  the  mental  discomfort  which  I  endured  while  using  the 
tube.  I  was  always  fearful  that  the  nurse  would  not  attend  to  the 
drainage-tube  properly,  and  it  gave  me  so  much  concern  that  I  gradu- 
ally discarded  it.  I  have  not  used  a  glass  drainage-tube  for  three  or 
four  years;  I  seldom  use  drainage  of  any  kind.  I  put  in  a  little 
gauze  occasionally,  but  it  does  not  drain  in  the  strict  sense  of  the 
word.  It  will  drain  clear  seram,  but  anything  more  consistent  soon 
fills  the  meshes,  and  it  becomes  a  plug  instead  of  a  drain.  I  do  not 
use  it  as  a  drain.  I  put  it  in  so  that  a  wall  may  be  built  around  it, 
and  when  I  remove  the  gauze,  in  from  twenty-four  to  thirty-six  hours, 
it  leaves  an  open  way  to  the  surface.  This  is  nature's  drainage-tube, 
and  is  the  best  of  all.  If  in  the  course  of  an  operation  a  viscus  has 
been  injured,  such  as  the  bladder  or  bowel,  and  I  fear  that  a  rupture 
will  ensue,  I  put  in  the  gauze,  and  if  any  infectious  matter  forms  it 
will  follow  the  course  of  the  gauze  and  come  out.  As  a  rule,  obnox- 
ious matters  will  find  their  way  out  through  the  line  of  incision  even 
though  no  drainage  has  been  provided  for.  I  have  known  it  to  make 
its  way  to  the  line  of  incision  from  remote  parts  of  the  abdomen.  If 
I  strike  a  case  in  which  drainage  is  essential  from  the  first  moment  I 
put  in  a  glass  tube. 

Dr.  Werder  (closing  the  discussion). — I  am  very  thankful  to  the 
Fellows  for  their  kind  attention  and  for  the  complimentary  remarks 
made  in  regard  to  my  paper.  In  regard  to  the  fever  that  Dr.  Mc- 
Murtry  has  spoken  of  as  following  ovariotomies,  in  which  the  perito- 
neum becomes  soiled  with  cystic  fluid,  I  must  confess  that  I  do  not 
remember  having  observed  that  condition.  I  have,  however,  seen  one 
or  two  cases  of  ruptured  cyst  attended  by  elevation  of  temperature, 
especially  in  the  evening  hours,  which  probably  was  caused  by  the 
condition  of  which  he  speaks,  namely,  by  absorption  of  the  fluid,  which 
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contained  bacteria  of  some  kind.  In  one  case  particularly  there  was 
elevation  of  temperature  where  the  fluid  was  walled  off  by  an  adven- 
titious membrane.  I  think  the  temperature  rose  to  102.3°.  This  was 
the  patient  who  had  a  malignant  cyst  and  died  three  years  afterward. 
I  have  always  looked  upon  the  contents  of  these  cysts  as  perfectly 
harmless,  and  have,  therefore,  not  feared  the  soiling  of  the  peritoneal 
cavity  by  some  of  this  fluid,  but  believe  we  should  observe  cleanliness, 
and  that  we  should  have  the  pelvis  as  clean  and  dry  as  possible,  as 
the  contents  of  the  cyst  might  serve  as  culture-media  for  the  develop- 
ment of  bacteria  having  found  access  during  the  operation. 

I  am  very  glad  Dr.  Hall  takes  the  same  view  as  myself  in  regard  to 
malignant  cysts.  I  am  satisfied  we  do  not  give  patients  the  chances 
that  they  ought  to  have.  Among  the  cases  in  which  I  did  simply  an 
exploratory  operation  I  recall  one  or  two  where  I  am  sure  at  least  a 
temporary  cure  would  have  taken  place,  lasting  possibly  for  three  or 
four  years,  had  the  tumors  been  removed,  and  this  means  a  great  deal 
for  a  woman  who  suffers  from  cancer. 

Again  I  wish  to  express  my  thanks  for  the  kind  consideration  of 
my  paper. 


A  CASE  OF  UTERUS  BICORNIS  DUPLEX  AND 
VAGINA  DUPLEX  WITH  PREGNANCY  IN 
ONE  HORN ;  EXCISION  OF  VAGINAL 
SEPTUM ;  NORMAL  LABOR. 

By  F.  BLUME,  M.D., 

PITTSBURG. 


Mrs.  M.  B.,  twenty-six  years  of  age;  married  ten  months;  nul- 
lipara; presented  herself  in  November,  1895,  for  examination. 
She  stated  that  menstruation  began  at  the  age  of  fourteen  years, 
was  always  regular  and  normal,  but  attended  with  great  pain.  She 
had  enjoyed  sexual  intercourse  during  the  first  few  months  of  her 
married  life,  but  of  late  the  act  had  become  painful.  This  and  an 
annoying  vaginal  discharge  were  the  only  complaints  which  she  had 
to  make. 

On  examination  the  vagina  was  found  to  be  narrow.  The 
uterus  was  retroposed,  slightly  anteflexed,  deviated  to  the  left,  and 
apparently  normal  in  size.  Springing  from  the  right  side  of  the 
uterus  at  about  the  junction  of  the  cervix  with  the  uterine  body  a 
hard,  oblong  tumor  could  be  felt,  which  was  fairly  movable  and 
about  two  inches  in  length  and  one  inch  wide.  This  tumor,  which 
made  the  impression  of  a  small  fibroid,  passed  laterally  to  the  right 
and  formed  with  the  uterus  an  angle  of  a  little  over  90  degrees. 
The  left  tube  and  ovary  were  normal.  The  right  appendages  could 
not  be  palpated. 

Directing  again  my  attention  to  the  apparent  growth,  and  exam- 
ining its  relation  to  the  cervix,  I  found  that  the  latter  was  almost 
immovable.  Its  vaginal  portion  did  not  project  freely  into  the 
vagina,  and  seemed  on  the  right  side  to  be  firmly  attached  to  the 
vaginal  wall ;  the  finger  could  not  be  passed  around  it.  In  the 
attempt  to  lift  the  cervix  by  pressing  against  its  lower  extremity,  I 
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felt,  through  what  I  believed  to  he  the  vaginal  wall,  a  small  aper- 
ture, which  apparently  was  a  second  external  os.  At  once  the 
thought  flashed  upon  me  that  I  had  to  deal  with  a  malformation  of 
the  reproductive  organs.  Separating  the  labia  I  began  to  search 
for  a  second  vaginal  orifice,  which  was  found  almost  under  the 
pubic  arch,  three-fourths  of  an  inch  to  the  right  of  the  urethra. 
Through  this  opening,  which  ran  in  an  oblique  direction,  and  was 
about  one  and  a  half  inches  long,  the  finger  passed  into  a  second 
vagina.  Originating  from  the  cervix  the  septum  terminated  a  third 
of  an  inch  above  the  hymen,  and  divided  the  vagina  into  two  halves, 
of  which  the  left  was  the  larger.  Both  cervices  were  firmly  united 
up  to  the  internal  os.  The  oblong  body  on  the  right  side  of  the 
uterus  proved  to  be  the  right  horn  ;  its  adnexa  seemed  to  be  normal. 
The  left  uteriue  cavity  measured  three  inches  in  length;  the  right 
one,  two  and  a  half  inches.  The  presence  of  a  double  vagina  and 
of  two  complete  uteri,  and  the  fact  that  both  cervices  were  firmly 
united  in  their  entire  length,  demonstrated  the  case  as  one  of  uterus 
bicornis  duplex. 

I  explained  the  condition  to  the  patient,  and  advised  the  excision 
of  the  vaginal  septum.  Operation  was  refused  ;  the  consent  of  the 
husband  could  not  be  obtained. 

I  saw  the  patient  again  July  27,  1896.  She  had  not  menstru- 
ated since  the  beginning  of  March,  and  believed  herself  to  be  preg- 
nant. 

Examination  showed  that  impregnation  had  occurred  in  the 
left  uterus,  which  was  enlarged,  its  fundus  being  half-way  between 
the  symphysis  pubis  and  the  umbilicus.  The  right  uterine  horn 
was  unchanged.  As  the  vaginal  septum  was  a  thick  and  firm  struc- 
ture, I  again  recommended  its  removal,  fearing  that  it  would  delay 
labor  by  seriously  iuterfering  with  the  dilatation  of  the  cervix.  The 
patient  consented.  I  excised  the  vaginal  septum  and  united  its 
edges  with  a  continuous  catgut  suture. 

The  patient  went  on  to  terra  and  was  delivered  December  10, 
1896,  by  Dr.  A.  F.  Gentry,  of  Pittsburg,  who  kindly  informed 
me  that  labor  was  short  and  normal.  She  again  conceived,  and 
had  a  normal  labor  November  15,  1897. 

The  interesting  features  of  the  case  are  the  rarity  of  this  form  of 
malformation  of  the  generative  organs  and  the  difficulty  of  the 
diagnosis.    The  fact  that  the  vaginal  septum  formed  a  sac,  closed 
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at  the  introitus  vaginse,  and  the  unusual  location  of  the  orifice 
that  led  into  this  sac  which  was  a  mere  slit,  scarcely  admitting  the 
index  finger,  rendered  the  diagnosis  difficult. 

I  have  not  discussed  the  etiology  of  the  uterus  bicornis  duplex, 
as  every  text-book  gives  a  satisfactory  explanation  of  this  rare  and 
interesting  anomaly. 


SOME  POINTS  IN  THE  TECHNIQUE  OF  THE 
ALEXANDER  OPERATION. 


By  HERMAN  E.  HAYD,  M.D., 

BUFFALO. 


In  a  recent  paper  read  before  the  Medical  Society  of  the  State 
of  New  York  and  published  in  the  June  (1898)  number  of  the 
Annals  of  Gynecology  and  Pediatry,  I  claimed  that  the  Alexander 
operation,  when  properly  performed  in  suitable  cases,  was  an  ideal 
surgical  procedure.  I  maintained  that  the  ligaments  could  always 
be  found,  and  that  the  operaliou  could  be  successfully  accomplished 
if  care  were  exercised  in  cutting  down  upon  the  external  oblique 
muscle  and  thoroughly  exposing  the  riug,  and  catching  up  the  fibres 
of  the  round  ligaments  at  their  origin  from  the  spine  of  the  pubes 
and  pillars  of  the  ring ;  that  the  canal  should  not  be  opened  as  a 
routine  practice,  and  only  under  the  rarest  conditions,  when,  for 
instance,  the  ligaments  were  torn  in  the  process  of  traction,  or 
where  the  ligaments  did  not  peel  out  nicely  from  their  fascial  and 
peritoneal  coverings,  or  where  the  ligaments  took  an  abnormal 
anatomical  course,  which  might  happen,  although  I  have  never 
been  confronted  with  that  difficulty. 

A  steadily  increasing  experience  with  the  Alexander  operation 
has  impressed  me  with  these  facts,  and  at  the  same  time  has  mul- 
tiplied my  confidence  in  the  useful  place  it  fills  in  surgery.  How- 
ever, certain  precautions  must  be  carefully  taken  to  get  these  good 
results,  and  a  few  failures  have  taught  me  how  to  avoid  disap- 
pointments. After  the  ring  has  been  thoroughly  exposed,  and 
the  ligament  has  been  definitely  grasped  by  a  hook  or  hemostatic 
forceps,  and  traction  is  being  applied  to  further  expose  its  fleshy 
belly,  care  must  be  exercised  to  free  the  now  exposed  ligament 
from  its  tendinous  connections  to  the  ring,  or  the  traction  force 
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will  be  divided  and  will  tend  to  split  and  weaken  the  ligament.  I 
have  seen  men  use  a  great  deal  of  force  in  drawing  the  ligaments 
out,  and  break  them,  because  this  precaution  of  thoroughly  free- 
ing the  exposed  end  was  not  heeded.  Pus,  which  seems  to  be 
such  a  frequent  association  of  this  operation,  should  be  avoided, 
and  suppuration  should  not  occur  any  more  than  in  similar  con- 
ditions, such  as  the  radical  cure  for  hernia.  After  the  ligament 
has  been  pulled  out  sufficiently  and  its  attached  pubic  end  has 
been  divided,  all  bleeding  and  oozing  should  be  stopped,  so  that 
the  spaces  and  little  crevices  made  by  the  manipulations  can 
quickly  close  up  and  not  be  distended  with  fluids,  as  I  am  sure 
these  spaces,  when  filled  up  with  stagnant  blood,  further  suppu- 
rate, and  particularly  when  no  drainage  is  provided  for.  Occa- 
sionally I  put  a  few  strands  of  silkworm-gut  well  into  the  bottom 
of  the  wound,  but  this  is  quite  unnecessary  if  the  wound  is  made 
dry  and  all  oozing  stopped  before  closing  it.  Care  must  be  exer- 
cised in  bringing  the  edges  of  the  ring  together,  or  the  canal 
when  laid  open,  so  as  to  not  unduly  constrict  the  tissues,  which 
are  poor  in  vitality  and  blood-supply.  If  too  much  tension  is 
placed  on  the  knot  the  tissue  in  the  bite  is  apt  to  necrose,  or  it  is 
rendered  less  resistent  to  suppurative  agencies.  I  use  catgut  in 
all  my  work,  and  have  it  chromicised  when  used  to  sew  the  canal 
or  ring  together. 

In  approximating  the  pillars  of  the  ring,  I  endeavor  to  catch 
up  the  cellular  tissue  of  the  floor  of  the  canal  with  the  suture,  in 
order  to  bring  all  the  parts  in  as  perfect  apposition  as  possible,  and 
thus  avoid  leaving  these  so-called  dead  spaces. 

Sometimes  it  is  very  difficult  and  almost  impossible  to  shell  the 
ligament  out  of  its  peritoneal  coverings,  so  dense  is  the  union 
between  the  structures — the  result,  no  doubt,  of  the  previous  gen- 
eral inflammation  of  the  uterus  and  its  appendages  in  which  the 
round  ligaments  took  part.  These  are  the  cases  in  which  the  liga- 
ment occasionally  breaks,  and  are  the  ones  which  often  complain 
for  months  after  the  operation  has  been  performed.  At  the  first 
examination  the  uterus  was  found  to  be  fairly  movable,  there  was 
no  evident  tubal  and  ovarian  mischief,  and  consequently  we  were 
persuaded  to  operate;  but  the  promised  relief  did  not  follow. 
However,  the  Alexander  operation  was  not  to  blame,  but  our  in- 
ability to  make  out  slight  latent  and  quiescent  tubal  and  ovarian 
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disease.  No  special  harm  has  beeu  done  to  the  woman,  a  faultily 
placed  uterus  has  been  corrected,  and,  if  a  section  becomes  necessary 
to  give  further  relief,  it  was  indicated  before  the  Alexander  operation 
was  performed,  because  the  cardinal  rule  for  a  successful  Alex- 
ander operation  is  a  freely  movable  uterus  with  healthy  tubes  and 
ovaries. 

It  has  been  said  that  women  object  to  a  second  operation,  but 
in  answer  I  may  say  that  I  never  found  one  woman  who  blamed 
me  when  1  placed  before  her  the  possibilities  of  failure.  They 
are  more  willing  to  submit  to  the  simple  operation  with  a  chance 
of  relief  than  to  a  laparotomy  which  can  be  done  later  if  found 
necessary.  In  these  cases  I  have  sometimes  opened  the  canal  so 
as  to  more  easily  separate  and  draw  out  the  ligaments.  However, 
the  cases  are  few  where  our  knowledge  does  not  enable  us  to  make 
a  complete  and  safe  diagnosis,  and  our  failures,  therefore,  are 
likewise  correspondingly  less  frequent,  and  they  will  continue  to 
become  less  frequent  the  more  we  are  capable  of  remedying  our 
defective  technique. 

At  one  time  I  advocated  that  a  pessary,  even  for  temporarv 
support,  was  quite  unnecessary  after  an  Alexander  operation  had 
been  properly  performed;  but  this  practice  I  have  modified  some- 
what by  placing  a  well-fitting  pessary  at  the  time  of  operation  and 
having  the  patient  wear  it  for  a  few  months.  The  weight  of  a 
heavy  uterus  on  a  thin  ligament  is  often  very  great,  and  in  time, 
I  am  quite  satisfied,  may  stretch  it  out  considerably. 

Although  my  failures  have  been  few,  still  three  have  occurred, 
and  these  during  the  first  three  months  after  operation,  when  no 
doubt  the  adhesive  tissue  was  delicate,  elastic,  and  distensile. 
However,  even  in  these  cases  the  uterus  was  easily  maintained  in 
place  by  the  same  pessary  which  failed  to  keep  it  there  previous 
to  the  operation.  I  curette  the  uterus  in  all  cases,  and  throw 
the  organ  well  forward  so  that  its  body  can  be  felt  through  the 
abdominal  wall,  and  hold  it  there  by  a  pessary  or  tampon.  The 
operation  is  not  a  difficult  one  to  perform,  is  without  danger,  and 
brings  with  it  comfort  to  the  patient  and  satisfaction  and  reward 
to  the  surgeon. 


SURGICAL  TREATMENT  OF  MORBID  CONDITIONS 
INVOLVING  THE  BROAD  LIGAMENTS. 


By  AUGUSTUS  P.  CLA.RKE,  M.D., 

CAMBRIDGE. 


Notwithstanding  that  the  results  obtained  in  abdominal  sur- 
gery are  still  adding  brilliancy  to  the  record  already  achieved, 
there  arise  from  the  numerous  cases  that  present  themselves  many 
complications  which  become  the  source  in  no  small  degree  of  anx- 
iety to  the  operator.  Among  the  perplexing  problems  that  are 
sometimes  met  with  is  the  question  involving  the  method  of 
dealing  with  lesions  and  morbid  conditions  that  affect  the  broad 
ligaments. 

A  hematoma  occurring  from  rupture  of  the  sac  of  tubal  preg- 
nancy may  be  enclosed  within  the  structures  of  the  broad  liga- 
ments, or  be  so  embraced  by  those  parts  as  to  prevent  further 
hemorrhage  and  to  afford  conditions  favorable  for  the  continued 
development  of  pregnancy.  The  results  of  such  an  accident 
cannot  be  expected  to  yield  permanent  relief,  but  only  to  postpoue 
the  time  when  more  radical  and  sometimes  more  difficult  surgical 
measures  will  have  to  be  instituted  for  affording  chances  for  the 
patient's  recovery. 

In  those  cases,  however,  in  which  the  rupture  of  the  tube  takes 
place  merely  in  the  abdominal  cavity,  the  loss  of  blood  and  the 
shock  may  be  severe,  but  if  the  patient  does  not  succumb  at  the 
first  onset  (as  she  often  does  not)  a  simple  abdominal  incision  and 
the  application  of  a  ligature  upon  the  bleeding  vessel  may  prove 
sufficient  for  her  speedy  restoration. 

In  those  cases  in  which  the  hematoma  is  euclosed  within  the 
broad  ligaments,  and  the  ovum  with  the  effused  mass  is  afterward 
absorbed,  no  untoward  symptoms  may  occur.  So  also  in  cases  in 
which  mummification  takes  place,  the  patient  may  escape  without 
the  necessity  of  requiring  operative  interference. 
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When,  however,  suppurative  processes  appear,  or  an  adipocera- 
tion  takes  place,  or  an  osteopedion  formation  results,  as  occurred 
in  a  case  seen  by  me  iu  May  last,  surgical  measures  of  no  unim- 
portant character  will  be  demanded  for  the  patient's  restoration. 

Varicocele  of  the  broad  ligament,  though  sometimes  difficult  to 
diagnosticate,  is  another  condition  that  has  to  be  dealt  with. 
Pelvic  peritonitis,  cellulitis,  salpingitis,  and  oophoritis  having  been 
eliminated  from  the  list  of  diseases  with  which  such  a  condition 
of  the  ligaments  may  be  confounded,  as  well  as  hypertrophy  of 
the  ureter  or  an  accidental  or  a  congenital  enlargement  of  that 
structure,  the  isolated,  undue  development  of  the  ovarian  veins 
affecting  to  a  considerable  extent  the  condition  of  the  vessels  of 
the  pelvis,  and  particularly  of  those  of  the  broad  ligament,  can 
often,  nevertheless,  with  great  certainty  be  recognized.  Excision, 
including  portions  of  the  broad  ligament  with  the  tube  and  ovary, 
may  furnish  the  only  means  of  a  permanent  cure.  In  such  cases 
the  employment  of  the  cordwainer's  suture  (sutura  sutoria),  into 
which  aseptic  animal  ligatures  can  be  embodied,  will  be  found  to  be 
the  safest,  easiest,  and  most  effectual  means  for  hastening  this  result. 

A  cyst  of  the  broad  ligament  is  another  development  that  re- 
quires careful  diagnosis.  The  larger  variety,  or  those  usually 
termed  polycystic  in  character,  taking  their  origin  primarily  in 
the  layers  of  the  broad  ligament,  often  acquire  considerable  dimen- 
sions before  being  discovered.  Such  was  the  history  of  a  case 
that  I  met  with  during  the  last  year.  The  patient  had  been 
variously  treated  by  several  experts  without  apparently  receiving 
any  beneficial  results.  The  rapid  growth  which  it  afterward 
assumed  brought  the  patient  uuder  my  care.  The  history  of  the 
case,  showing  the  slowness  of  the  changes  during  its  early  stages, 
the  elimination  from  the  category  of  other  conditions  affecting  the 
pelvis,  the  displacement  of  the  vagina  forward,  the  freedom  of  the 
patient  from  hemorrhage  and  from  other  symptoms  characteristic 
of  uterine  myomata,  and  the  absence  at  auy  time  of  shock  or  of 
any  pathognomonic  condition  attendant  on  the  sudden  occurrence 
of  hematoma  or  hematocele,  were  in  the  case  the  chief  features 
that  led  to  the  correct  diagnosis.  Though  the  tumor  was  sessile 
and  quite  firmly  bound  down,  it  was  enucleated  after  some  diffi- 
culty, without  much  sacrifice  of  the  tissue  of  the  surrounding  liga- 
mentous structures. 
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In  another  case  of  a  cystic  development  which  came  under  my 
care  enucleation  could  not  be  thoroughly  effected,  so  it  had  to  be 
marsupial ized  by  suturing  the  opening  of  the  sac  to  the  abdominal 
edges  of  the  incised  tissue.  The  patient  made  a  rather  slow  re- 
covery. 

The  question  is  sometimes  raised  whether  it  would  not  be  best 
to  decline  in  such  cases  a  resort  to  operative  interference,  as  is 
recommended  in  the  smaller  variety  of  such  growths.  In  answer 
to  this  it  may  be  said  that  no  operator  can  definitely  determine 
what  would  be  the  best  course  to  pursue  until  after  the  abdomen 
has  been  opened  and  a  trial  has  been  made  to  effect  removal  of  such 
a  morbid  growth.  In  cases  complicated  with  cancerous,  sarcoma- 
tous, or  other  malignant  neoplasms  between  the  layers  of  the  broad 
ligament,  especially  when  the  surrounding  glandular  tissue  has 
become  much  involved,  treatment  by  extirpation,  excision,  or  enu- 
cleation promises  to  be  productive,  for  the  most  part,  of  little  relief. 
Such,  nevertheless,  seems  to  be  the  daily  experience  of  operators, 
though  statistics  may  be  so  presented  as  to  show  a  different  result. 

Myomatous  and  tibromyomatous  formations  originating  in  the 
broad  ligaments  demand  early  treatment,  by  the  adoption  of  sur- 
gical measures,  on  account  of  the  danger  of  such  growths  taking 
on  malignant  changes. 

There  has  recently  come  under  my  care  a  case  of  a  uterine 
fibroid  that  had  taken  on  such  a  transformation.  The  history  of 
the  development  shows  that  it  was  originally  an  uncomplicated 
case  of  intramural  uterine  fibroid,  portions  of  which  after  its 
removal  presented  evidence  that  it  had  undergone  a  calcareous 
change,  while  other  sections  gave  indications  that  sarcomatous 
tissue  was  beginning  to  engraft  itself  upon  it.  Such  a  condition 
may  by  some  be  thought  to  have  been  a  mere  accidental  complica- 
tion, but  the  history  and  the  microscopical  examination  of  the  sec- 
tions of  the  growth  strengthened  the  conviction  that  the  continued 
and  repeated  irritation  resulting  from  the  presence  of  the  neoplasm 
must  have  attracted  to  its  structure  the  malignant  sarcomatous 
element  with  which  it  was  being  invaded. 

If  a  simple,  uncomplicated  case  of  uterine  fibromyoma  is  subject 
to  malignant  transformation,  the  same  change  may  be  expected  to 
follow  the  presence  of  a  similar  growth  that  is  intraligamentous. 

A  fibrocystic  growth  is  a  development  which  may  occur  within 
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the  intraligamentous  tissue.  Such  neoplasms  do  not  strictly 
belong  to  the  classification  of  cystic  tumors,  since  their  cavities 
have  not  a  liniug  of  epithelial  tissue.  The  formation  of  these 
hollow  spaces  takes  place  through  the  absorption  of  the  softer  and 
more  fluid  portions  of  the  fibroid  or  myomatous  mass.  In  such 
cases  the  treatment  must  be  similar  to  that  adopted  for  the  removal 
of  the  more  solid  growths. 

One  of  the  obstacles  encountered  in  their  extirpation  arises  from 
the  extensive  adhesions  in  which  they  may  be  enveloped.  In 
effecting  such  removal  the  danger  of  injuring  important  blood- 
vessels will  have  to  be  considered.  In  the  ablation  of  all  intra- 
ligamentous growths  the  same  precaution  will  have  to  be  observed, 
for  on  opening  the  abdominal  wall  there  will  sometimes  be  met  an 
excessive  development  of  vascular  tissue  or  membrane  which  will 
prove  to  be  the  source  of  no  small  degree  of  impediment  to  the 
successful  removal  of  the  offending  mass. 

In  such  difficult  operations  I  have  found  that  the  cavity  from 
which  the  intraligamentous  neoplasm  had  been  enucleated  could, 
as  before  intimated,  be  obliterated  by  the  liberal  use  of  aseptic 
animal  sutures.  These  should  first  be  introduced  at  the  bottom  or 
at  the  lower  edges  of  the  cavity,  in  order  that  the  sides  of  the 
opening  may  be  so  firmly  brought  together  that  there  may  be  left 
no  pockets  or  pouches  into  which  blood  or  other  fluid  can  ooze  and 
thus  become  the  nidus  for  septic  processes. 

It  is  no  wonder  that  under  the  use  of  wire,  silk,  silkworm-gut, 
or  of  other  such  unsuitable  materials  many  untoward  results  have 
followed.  The  details  of  these  measures,  however,  should  be  left 
in  a  great  degree  to  the  individual  operator,  who  may  be  exceed- 
ingly expert  in  the  use  of  some  one  particular  method  which  he 
has  followed,  but  who  would  find  it  exceedingly  difficult  to  change 
his  mode  of  operating  in  cases  demanding  the  highest  skill. 

In  some  cysts  of  the  paroophoron  and  parovarium  much  disten- 
tion or  displacement  of  the  broad  ligaments  takes  place.  The  non- 
sessile  character  of  such  growths  may  sometimes  facilitate  their 
removal.  A  condition  somewhat  similar  I  had  the  opportunity 
to  see  last  April.  After  the  abdomen  had  been  opened  the  growth 
was  easily  removed.  It  is  worthy  of  note  that  the  pressure  which 
had  been  exercised  by  the  cyst  on  the  surrounding  parts  contributed 
to  this  successful  effort  at  removal.    In  one  case  that  I  saw  in 
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consultation  the  vascular  tissue  was  so  exteusive  that  there  was 
left  but  a  small  space  in  which  an  incision  for  the  extirpation  of 
the  growth  could  be  made. 

Some  authorities  advise,  as  a  primary  procedure,  that  the  ova- 
rian artery  should  be  ligated.  This  would  be  an  admirable  initi- 
ative measure,  provided  that  it  was  not  thought  that  the  hemor- 
rhage could  be  otherwise  controlled. 

The  ligation  of  the  various  bleeding  vessels  as  they  present 
themselves  appears,  however,  to  be  the  more  conservative  course 
of  proceeding.  In  operating  on  cysts  or  morbid  growths  devel- 
oping between  the  broad  ligaments,  care  has,  of  course,  to  be  ex- 
ercised, as  in  cases  demanding  hysterectomy,  to  avoid  injuring  the 
ureter  as  well  as  the  more  important  bloodvessels.  In  those  cases 
in  which  numerous  adhesions  have  occurred  as  the  result  of  in- 
flammatory or  of  other  morbid  processes,  a  loop  of  intestine  may 
be  found  entangled  in  the  mass  ;  such  a  condition  would  necessitate 
the  employment  of  much  precaution,  lest  in  the  course  of  extensive 
manipulation  to  free  the  parts  undue  violence  be  doue  to  importaut 
structures  involved.  In  those  cases  in  which  the  cyst  or  growths 
are  only  partially  intraligamentous,  removal  by  enucleation  can  be 
effected  more  rapidly. 

The  cavity  or  bed  of  the  tumor  should  be  obliterated,  as  before 
remarked,  by  suturing  its  sides  together ;  in  cases  of  such  a  char- 
acter it  will  rarely  be  necessary  to  ligate  previously  the  ovarian 
or  other  large  arteries.  Drainage,  as  far  as  possible,  should  be 
dispensed  with.  Reliance  should  be  placed  ou  the  scrupulous 
care  taken  in  the  management  of  the  toilet  of  the  peritoneum  and 
on  the  aseptic  condition  of  all  materials  employed  iu  the  operation. 


TREATMENT  OF  ENDOMETRITIS. 


By  WILLIAM  A.  B.  SELLMAN,  M.D., 

BALTIMORE. 


In  acute  endometritis  local  treatment  is  not  ahvays  required  with 
the  exception  of  cases  following  abortion,  where  prompt  applica- 
tion of  local  remedies  will  frequently  save.  Place  your  patient  in 
bed,  administer  hot  carbolized  vaginal  douches  1  : 100  twice  a  day, 
as  hot  as  can  be  borne  by  the  patient.  Where  the  disease  is  of 
gonorrheal  origin  dilate  the  uterine  canal  and  keep  it  open  until  the 
disease  is  cured.  By  this  means  we  lessen  the  probability  of  the 
gonorrheal  inflammation  extending  up  and  into  the  Fallopian  tubes. 

In  acute  endometritis  I  commence  treatment  by  administering  by 
the  mouth  tablets  containing  two  and  a  half  grains  each  of  acetau- 
ilid  and  salol  every  three  hours.  The  bowels  are  acted  upon  by 
giving  three  grains  of  calomel  with  nine  grains  of  sodium  bicar- 
bonate. Give  at  one  dose  and  follow  at  the  end  of  six  hours  with 
one  compound  cathartic  pill. 

In  those  cases  where  the  interglandular  structure  only  is  involved, 
I  swab  the  uterine  cavity  with  a  solution  composed  as  follows  : 

R. — Ac.  carbolic     .       .       .       .       .       .       .    gr.  x. 

Iodine  3j. 

Spt.  vin.  rect  §j.  M. 

Apply  this  to  the  uterine  cavity  for  three  days  consecutively, 
packing  the  vagina  with  a  borated  sterilized  gauze  tampon.  This 
is  to  be  removed  by  the  attendant  before  administering  the  next 
douche,  and  another  placed  against  the  neck  of  the  uterus.  After 
making  this  application  for  three  days  allow  the  uteriue  cavity  to 
remain  at  rest,  continuing  the  douches  twice  a  day,  afterward  placing 
borated  tampon.  If  we  find  at  the  end  of  this  period  that  the 
inflammatory  condition  persists,  make  the  carbolized  iodine  appli- 
cation for  three  consecutive  days  again.  But,  on  the  other  hand,  if 
upon  examination  we  find  that  the  general  condition  has  improved 
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and  that  the  inflammation  has  subsided,  we  merely  swab  the  uterine 
cavity  with  a  1  per  cent,  solution  of  nitrate  of  silver.  Make  use 
of  this  every  other  day  until  the  patient  is  cured.  During  conva- 
lescence administer  elixir  quiuiure,  ferri  et  strychnina?  phosphaturn, 
two  teaspoonfuls  three  times  a  day. 

In  cases  following  abortion  where  there  is  high  temperature,  I 
thoroughly  curette  the  uterine  cavity  with  a  sharp  curette,  and  com- 
plete the  operation  by  cleaning  the  organ  by  means  of  a  flushing 
curette.  I  do  not  follow  the  teaching  of  many  gynecologists  by 
introducing  a  gauze  drain,  but  have  found  that  the  best  results  are 
obtained  by  swabbing  the  uterine  canal  with  pure  carbolic  acid  after 
the  curettement,  and  this  also  keeps  the  canal  open.  In  these  cases 
the  uterine  canal  should  be  flushed  with  hot  carbolized  water  1  : 100 
every  day  by  means  of  a  flushing  curette.  One  application  of  the 
pure  carbolic  acid  will  generally  suffice.  Afterward  we  apply 
Churchill's  solution  of  iodine  to  the  uterine  cavity  according  to 
indications. 

In  chronic  endometritis  the  treatment  is  different.  In  the  first 
place,  if  we  have  a  case  where  the  glandular  structure  is  affected 
and  the  uterine  cavity  is  filled  with  uterine  fungosities,  the  rational 
method  of  treatment  is  to  thoroughly  dilate  the  uterine  canal,  then 
curette,  scraping  the  mucous  membrane  so  that  all  growths  may  be 
removed  and  the  ends  of  the  closed  utricular  glands  be  opened. 
The  flushing  curette  should  be  used  to  complete  this  operation,  and 
a  thin  strip  of  iodoform  gauze  inserted  up  to  the  fundus  of  the 
uterus,  allowing  it  to  extend  down  until  it  emerges  between  the  lips 
of  the  vulva.  Remove  this  strip  at  the  end  of  twenty-four  hours 
and  administer  a  hot  carbolized  douche  1 :100.  The  following  day 
clean  out  the  uterine  canal  bv  means  of  the  flushing:  curette,  but 
do  not  introduce  any  gauze.  Apply  a  sterilized  borated  gauze 
tampon.  This  remains  until  the  next  douche  is  administered,  when 
it  is  withdrawn  and  another  placed  by  the  attendant.  I  make  it  a 
rule  to  blow  an  antiseptic  powder  against  the  cervix  previous  to 
introducing  the  tampon.  I  sometimes  use  markasol,  at  other  times 
Senn's  antiseptic  powder,  composed  of  one  part  of  salicylic  acid  and 
four  parts  of  boric  acid.    By  the  mouth  I  use  the  following  formula: 

R. — Fl.  ext.  ergotse  3xij 

Vin.  ferri  amar       ......    ad  3xij 

Sig. — Tablespoonful  after  each  meal. 


298 


WILLIAM   A.  B.  SELLMAN, 


There  is  usually  a  lack  of  tone  in  the  lower  bowels.  To  over- 
come this  condition  I  give  this  pill: 

R. — Aloini        .       .       .       .       .       .       .       .  gr.  \. 

Ext.  belladon   gr.  i. 

Pulv.  ipecac   gr. 

Strychnine  sulph   gr.  6V- 

Administer  each  night. 

The  entire  pelvic  circulation  should  receive  attention  ;  a  condition 
of  blood  stasis  existing  in  any  portion  of  this  region  will  impede 
the  cure.  Siunild  there  be  a  uterine  displacement  this  should  receive 
attention.    A  lacerated  uterine  neck  or  perineum  requires  repair. 

I  have  not  been  favorably  impressed  with  the  results  of  electro- 
lysis in  these  cases.  The  use  of  the  faradic  current  is  frequently  of 
valuable  service  in  the  treatment  of  the  chronic  form  of  endome- 
tritis. It  stimulates  contraction  in  the  muscular  structure  of  the 
uterus,  thus  compressing  the  bloodvessels  and  overcoming  the  con- 
dition of  the  blood  stasis.  I  wrap  the  metal  intrauterine  electrode 
with  cotton  moistened  in  a  borated  solution  aud  introduce  it  into 
the  uterine  cavity.  The  second  electrode  is  a  felt  pad  moistened  in 
the  same  solution  and  placed  on  the  abdomen  over  the  uterus. 
The  applications  are  to  be  made  every  third  day,  each  sitting  lasting 
about  twenty  minutes. 

In  the  treatment  of  endometritis  we  do  not  direct  our  attention 
to  merely  relieving  the  symptoms,  but  seek  the  cause  and  remove 
it.  Where  we  have  menorrhagia  or  metrorrhagia,  merely  the  appli- 
cation of  liquor  ferri  chloridi  or  other  styptics  to  the  uterine  mucosa 
will  not  cure  the  hemorrhage.  Ergot  is  only  a  temporizing  agent 
in  these  cass.  Dilate  the  uterine  canal,  and  with  the  curette  remove 
the  granular  aud  fungoid  condition  which  in  all  probability  is  pres- 
ent. We  have  an  unnatural  condition  present  in  the  mucous  mem- 
brane. It  has  lost  its  normal  constituents  and  has  beeu  converted, 
in  whole  or  part,  into  dense  connective  tissue,  so  that  if  the  woman 
does  become  pregnant  the  ovum  fails  to  secure  lodgement  upon  its 
surface;  thus  it  drops  lower  and  lower  into  the  uterine  cavity  and 
is  finally  discharged.  In  this  way  we  can  account  for  the  sterility 
which  exists  in  many  of  these  cases.  Should  the  ovum  remain  in 
the  uterus  for  a  time  and  become  impregnated,  it  is  likely  to  be 
expelled  during  the  early  months  of  pregnancy. 

Metritis  is  the  common  accompaniment  of  this  disease.  The 
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secretion  of  the  utricular  glauds  becomes  greatly  increased  in  quan- 
tity and  altered  in  character,  finally  becoming  puruleut  and  often 
containing  blood.  On  account  of  the  intimate  relation  of  the 
lining  of  the  uterus  with  the  muscular  structure  of  the  organ,  we 
have  an  inflammation  existing  in  the  latter.  Abscesses  may  follow 
and  finally  perforate  the  walls  of  the  uterus  and  develop  perime- 
tritis. 

I  am  of  the  opinion  that  we  meet  with  cases  of  endometritis  fre- 
quently, and  cannot  agree  with  those  who  claim  that  it  is  a  rare 
affection. 


DOES  THE  GENERAL  PRACTITIONER  ACCORD 
THAT  CONFIDENCE  TO  THE  SURGICAL 
TREATMENT  OF  UTERLNE  FIBROIDS 
WHICH  OUR  PRESENT  SUCCESS 
JUSTIFIES  ? 

By  A.  VANDER  VEER,  M.D., 

ALBANY. 


It  has  been  well  said  that  "  the  first  step  in  presenting  a  subject 
is  to  define  exactly  and  exhaustively  the  thing  to  be  discussed." 
The  uterine  fibroid  referred  to  is  the  usual  submucous,  interstitial, 
or  subperitoneal  one,  which,  from  its  location,  produces  obstruction 
of  the  bowels,  irritation  of  the  bladder,  exhaustive  hemorrhages, 
and  pain;  growing  rapidly,  irrespective  of  the  age  of  the  patient; 
and  finally  becoming,  in  some  one  of  its  many  complications,  a 
menace  to  life  or  a  source  of  invalidism. 

The  general  practitioner  has  well  in  hand  all  that  pertains  to  the 
diagnosis  and  treatment  of  ovarian  cysts.  Smaller  hospitals  and 
bold  operators  in  small  villages  do  not  hesitate  to  reach  these  cases 
early,  and  it  is  a  well-observed  fact  that  we  now  seldom  see  a  large 
ovarian  cyst.  But  with  the  general  practitioner  there  is  a  tendency 
to  procrastinate  in  the  direction  of  operative  interference  in  uterine 
fibroids,  until  many  cases  come  to  us  so  anemic,  so  exsanguinated, 
with  rapid  pulse  and  frightened  heart,  that  a  very  large  percentage 
of  the  chance  the  patient  once  had  has  been  lost.  Many  general 
practitioners  have  learned  thoroughly  well  that  to  try  and  encour- 
age these  patients  to  hold  out  until  the  menopause  has  passed,  when 
the  tumor  will  disappear,  is  giving  hope  to  only  a  very  small  per- 
centage; that  carefully  prepared  statistics  demonstrate  a  great  ten- 
dency for  these  uterine  fibroids  to  become  more  irritable,  to  exhaust 
the  streugth  of  the  patient  at  the  climacteric,  and  that  they  are, 
therefore,  dangerous  when  allowed  to  go  on  in  this  way. 

Again,  many  general  practitioners  have  learned  by  careful  obser- 
vation that  the  great  hope  held  out  in  the  use  of  electricity  has  not 
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been  realized.  Aside  from  controlling  the  hemorrhage  in  a  certain 
number  of  cases,  and  with  a  possible  diminution  in  size  in  some  few 
others,  it  is  not  a  positive  curative  agent.  Again,  we  have  the  intel- 
ligent practitioner  who  comes  to  us,  having  seen  the  successful  sur- 
gical treatment  of  a  number  of  these  cases,  and  the  question  is  asked: 
"What  is  your  method  of  surgical  interference?  Do  you  still 
follow  out  what  has  been  so  successful  a  treatment  in  the  hands  of 
many  English  (Tait  and  others)  and  American  surgeons,  such  as 
Joseph  Price  and  other  operators,  and  yet  indorsed  by  so  late  a 
work  as  that  of  Harrison  Cripps — i.  e.,  the  use  of  the  clamp  and 
extraperitoneal  treatment  of  the  pedicle  ?  Do  you  find  it  best  to 
operate  by  the  vaginal  route  in  all  cases  of  fibroids  ?  Do  you  pre- 
fer the  supravaginal  hysterectomy,  leaving  in  the  cervix  ?  Do  you 
operate  by  the  excellent  method  suggested  by  J.  F.  Baldwin,  of 
Columbus  ?"  Or  he  will  state  to  you  that  he  has  read  a  valuable 
paper  by  Hall,  of  Cincinnati ;  read  the  discussion  of  the  operation 
by  Homans,  of  Boston,  and  of  others,  in  which  the  silk  has  been 
known  to  escape  after  weeks  or  months,  with  continuous  vaginal 
discharge  through  the  cervix,  in  some  cases  producing  abdominal 
sinuses.  Do  you  operate  by  the  rapid  method  spoken  of  by  Kelly, 
of  Baltimore,  in  one  of  his  recent  papers?  Do  you  think  it  best 
to  do  what  is  called  the  panhysterectomy,  removing  the  entire  organ 
or  organs,  after  Doyen's  method  as  improved  aud  practised  by 
Dudley  P.  Allen,  of  Cleveland,  or  W.  B.  Perry's  modification  of 
Doyen's  method  ?  Do  you  find  that  Le  Bee's  operation  is  especially 
suited  for  the  removal  of  large  fibroids,  or  do  you  find  Richelot's 
abdominal  hysterectomy  preferable  to  all  others?  Or  do  you  do 
the  operation  by  enucleation  of  multiple  uterine  fibroids,  as  prac- 
tised by  William  Alexander,  of  Liverpool?  What  has  been  ihe 
success  in  the  treatment  of  these  cases  of  ligation  of  uterine  arteries, 
as  emphasized  so  thoroughly  by  Dorsett  and  Martiu  (especially  by 
the  latter),  including  the  nerve  supply?  Also,  ligation  of  ovarian 
vessels?  What  about  thorough  curetting  of  the  cavity  of  the 
uterus — is  it  really  a  curative  and  satisfactory  operation  ?  To  what 
extent  are  we  justified  in  attempting,  and  how  much  benefit  actually 
results  from,  lifting  up  of  the  fibroid  and  the  introduction  of  a 
pessary  as  a  support?  Does  the  operation  of  salpingo-oophorec- 
tomy  receive  the  indorsement  of  the  operating  surgeon  of  today  ? 
What  is  the  real  difference  between  the  old  opei'ation  of  enucleation 
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through  the  normal  outlet  of  the  uterus  and  vagina,  as  practised 
by  the  use  of  Thomas's  spoon  saw — an  instrument  you  once  gave 
so  hearty  an  indorsement — and  that  of  traction  and  morcellement, 
so  earnestly  spoken  of  by  French  surgeons  within  the  past  few 
years  and  receiving  the  recommendation  of  some  American  sur- 
geons? Do  subperitoneal  fibroids  require  removal  of  the  entire 
uterus,  and  really  to  what  extent  is  the  operation  of  myomectomy 
practised  at  the  present  time?  What  has  been  your  success  with 
Baer's  method,  and  do  you  find  it  necessary  to  employ  the  great 
number  of  instruments  made  use  of  by  Eastman  in  his  operation, 
which  antedates  many  of  the  present  methods?  Is  the  operation 
of  incision  through  Douglas's  cul-de-sac,  reaching  the  posterior  wall 
of  the  uterus,  and  enucleation  of  the  uterine  fibroid  or  fibroids  out 
through  the  vagina,  proving  a  success  in  any  number  of  cases? 

These  and  many,  many  more  questions  are  being  asked  by  a 
large  number  of  very  intelligent  general  practitioners,  who  have 
the  welfare  of  their  patients  well  in  hand,  and  who  are  thoroughly 
conscientious  in  endeavoring  to  learn,  by  study  of  their  text-books 
and  reading  of  medical  journals,  as  to  what  is  the  best  operation. 

Who  of  us  who  are  present  this  evening  fail  to  call  to  mind  the 
conversation  with  our  well-meaning  physician  ?  We  have  met  him 
ou  the  train,  possibly  in  the  drawing-room  ;  or  he  comes  directly 
to  your  office,  desiring  an  interview  with  you,  giving  the  history 
of  his  case,  showing  a  great  wish  and  desire  to  be  told,  if  possible, 
just  your  successful  method  of  operating.  Then  possibly,  if  time 
permits,  you  will  have  the  question  of  medication  brought  before 
you,  and  he  will  ask,  "  Have  you  seen  good  resulting  from  the 
intrauterine  injections  of  sterilized  glycerin,  or  have  you  seen  any 
good  follow  the  administration  of  thyroid  extract?"  "  What  about 
the  use  of  ergot  or  its  many  preparations?"  He  may  say:  "I 
have  tried  this  remedy  or  that  remedy,  and  am  I  justified  in  doing 
anything  more  from  the  stand-point  of  medication?"  The  ques- 
tion of  diet  will  be  touched  upon ;  change  of  climate ;  change  in 
occupation  of  the  patient ;  in  fact,  when  you  have  spent  an  hour 
— and  truth  compels  me  to  say,  pleasantly — in  discussing  the  treat- 
ment of  the  particular  case  in  hand,  you  cannot  but  frankly  admit 
that  really  the  treatment  of  uterine  fibroid,  as  studied  from  the 
stand-point  of  the  family  physician,  is  not  yet  thoroughly  settled. 
You  may  say  to  him  that  no  drug  has  yet  been  discovered  that  has 
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had  any  influence  upon  the  growth  of  uterine  fibroids — perhaps  a 
sweeping  assertion  on  your  part,  yet  to  be  found  as  a  statement  in 
some  of  our  very  recently  published  text-books.  He  will  answer 
by  saying  that  "  he  has  seen  ergot  do  good  in  arresting  the  growth, 
carrying  his  patient  along  through  the  menopause,  that  then  the 
growth  did  diminish,  his  patient  is  still  living,  getting  better  and 
better  in  health  and  strength  each  year  ;"  but  when  you  ask  him  as 
to  any  number  of  such  cases,  he  is  willing  to  admit  that  in  quite 
an  extensive  family  practice  he  has  never  known  of  more  than  one 
or  two.  He  is  also  equally  frank  in  stating  he  has  seen  cases  in 
which  this  treatment  was  carried  out  to  the  extent  that  no  possible 
chance  was  left  the  patient  for  any  operation.  The  treatment  by 
electricity  still  demands  attention  from  the  general  practitioner. 
You  may  tell  him  how  popular  this  once  was  with  some  physicians, 
but,  as  stated  by  Penrose,  "  it  has  not  stood  the  test  of  time  and 
experience."  "  It  does  not  stay  the  growth  of  the  tumor,  it  has 
caused  many  deaths,"  and  you  are  most  emphatic  in  saying  that 
from  your  personal  experience  you  have  seen  it  produce  peritoneal 
adhesions  which  have  rendered  subsequent  operations  most  difficult. 
Still  he  will  point  to  cases  that  he  believes  have  been  successfully 
treated,  and  he  will  also  state  that  he  has  seen  many  patients  get 
better  under  this  treatment. 

The  subject  of  diet  is  one  you  will  not  ignore.  You  will  grant 
him  all  he  claims,  even  the  claims  of  some  of  the  most  ultra-medi- 
cal attendants  in  their  insistence  upon  a  certain  course  of  diet,  and 
yet  feel  you  have  done  the  patient  justice  in  that  direction. 

However,  the  subject  of  surgical  interference  is  now  the  impor- 
tant factor,  and  it  seems  to  me  that  further  attention,  further  expe- 
rience in  the  surgical  treatment  of  uterine  fibroids  is  called  for.  As 
operating  surgeons,  as  specialists  in  this  field  of  work,  we  must 
concentrate,  we  must  co-ordinate  and  bring  together  in  a  happier 
combination,  different  methods  that  are  now  being  made  use  of  by 
a  great  variety  of  operators.  I  may  say  to  our  intelligent  general 
practitioner  that  my  own  particular  method,  one  that  I  have  now 
followed  out  for  a  number  of  years  and  which  has  brought  me  good 
results,  is  supravaginal  hysterectomy ;  in  all  cases  preserving  the 
cervix  and  vault  of  the  vagina  if  possible,  removing  the  adnexa 
and  using  silk  to  ligate  the  ovarian  and  uterine  arteries,  bringing 
together  the  peritoneal  surface  of  the  broad  ligament  witli  very  fine 
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silk,  covering  the  stump  of  the  uterus  with  peritoneum,  being  ex- 
ceedingly sure  that  the  drainage  outward  through  the  remaining 
portion  of  the  cervix  is  thorough.  Notwithstanding  the  discharge 
has  kept  up  in  some  cases,  and  the  silk  loops  have  come  away,  as 
spoken  of  by  Hall  and  Homans,  yet  I  like  this  way  of  operating 
and  feel  disposed  to  adhere  to  it,  making  such  improvements  as  I 
believe  are  now  indicated  by  the  experience  of  other  operators,  with 
slight  modifications  one  way  or  another.  At  the  same  time  I  must 
explain  to  this  practitioner  that  upon  opening  the  peritoneal  cavity 
I  may  find  the  case  one  in  which  the  combined  vaginal  route  or 
panhysterectomy  is  the  proper  way  ;  I  answer  him  in  one  sentence, 
my  time  having  been  absorbed,  the  minute  having  arrived  for  the 
train  to  depart,  and  say  :  "  We  must  be  prepared,  perhaps,  to  do 
any  one  of  the  operations  spoken  of."  There  are  complications  in 
all  cases,  and  it  is  possible  this  particular  case  will  require  some 
different  operation  from  that  which  the  majority  of  cases  in  my 
hands  has  called  for.  However,  later  we  meet  this  practitioner 
again,  and  he  earnestly  inquires:  "  Is  there  any  feeling  now  on 
the  part  of  surgeons  in  doing  the  operation,  or  some  one  of  the 
operations  (panhysterectomy,  vaginal  enucleation,  etc.),  to  leaving 
behind  the  healthy  adnexa — one  or  both  ovaries,  for  instance,  or 
healthy  tubes?"  "  Is  it  not  a  fact  that  adopting  this  method  has 
left  the  patient  with  fewer  of  the  nerve  symptoms  connected  with 
the  artificial  menopause  that  has  been  brought  about  by  many  of 
the  very  radical  operations  of  the  past  ?"  Right  here  I  am  led  to 
emphasize  that  in  doing  supravaginal  hysterectomy,  particularly  if 
his  patient  has  suffered  much  pain  and  a  small  growth  has  increased 
quite  rapidly  in  one  side  of  the  pelvis  or  the  other,  we  are  almost 
sure  to  find  diseased  ovaries,  cystic  or  otherwise.  Yet,  with  our 
present  knowledge  of  other  cases  in  which  we  have  had  a  serious 
train  of  nerve  symptoms  following  removal  of  what  were  really 
healthy  ovaries  and  tubes  in  connection  with  the  fibroid  or  fibroids, 
we  must  lend  an  ear  and  consider  this  inquiry,  believing  it  is  safe 
and  wise  to  leave  behind  these  healthy  organs.  I  am  bound  to  say 
that  as  the  result  of  this  consultation  with  the  patient's  physician 
the  reply  will  be  emphasized  "  that  no  operation  will  fit  every  case, 
no  one  line  of  medical  treatment  will  answer  any  better,"  and, 
finally,  "the  great  majority  of  fibroids  do  demand  an  early  and 
prompt  operation." 


SOME  FACTS  IN  REGARD  TO  UTERINE  FIBROIDS. 
By  HENRY  D.  INGRAHAM,  M.D., 

BUFFALO. 


It  is  not  my  intention  to  enter  into  any  lengthy  discussion  in 
regard  to  the  etiology,  symptoms,  alterations  in  form,  structure, 
degenerations,  complications,  or  the  ultimate  results  in  uterine 
fibroids.  Neither  do  I  expect  to  say  much,  if  anything,  new  in 
regard  to  these  neoplasms.  But  I  hope  some  of  the  statements 
made  as  the  result  of  a  somewhat  extended  experience  in  dealing 
with  these  growths  will  lead  to  a  discussion  which  will  throw  more 
light  upon  some  questions  that  are  at  present  obscure.  As  it  is 
only  intended  to  speak  of  a  few  facts  in  regard  to  uterine  fibroids, 
my  paper  may  seem  somewhat  disconnected. 

Whatever  the  real  cause  of  uterine  fibroids,  the  question  seems 
to  be  as  unsettled  now  as  at  any  previous  time;  and,  although 
several  very  ingenious  theories  have  been  advanced,  none  of  them 
has  stood  the  test  of  investigation.  Possibly  some  of  the  pre- 
disposing causes,  such  as  age  and  race,  are  fairly  well  settled ;  but 
as  to  the  exciting  cause,  nothing  whatever  is  known.  It  is  a  well- 
established  fact  that  most  fibroids  are  slow  in  growth;  yet  some 
which  are  not  fibro-cystic  grow  rapidly,  while  others  may  grow  more 
slowly  for  a  time  and  then  take  on  rapid  development.  Although 
it  is  usual  for  these  tumors  to  become  indurated  and  to  lessen  in 
size  after  the  menopause,  or  at  least  cease  to  grow,  yet  during  the 
past  fifteen  months  I  have  seen  two  cases  where  the  growth  was 
more  rapid,  the  complications  more  marked,  and  the  removal  of 
the  tumors  became  a  necessity.  A  fibroid  may  spontaneously 
almost,  if  not  entirely,  disappear,  even  when  pregnancy  does  not 
occur.  I  have  seen  one  case  in  which  the  tumor  shrank  two-thirds 
while  the  patient  was  still  in  the  prime  of  life  and  all  her  func- 
tions normal,  yet  she  was  not  under  any  kind  of  treatment,  and, 
as  far  as  could  be  ascertained,  there  was  no  especial  reason  for 
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this  change.  It  is  said  there  are  many  changes  in  structure  which 
may  occur  in  the  growths,  yet  the  writer  has  seen  only  three 
forms — fibro-cystic  degeneration,  calcification  (which  is  said  to  be 
exceedingly  rare),  and  suppuration,  both  the  latter  changes  occur- 
ring in  the  same  case. 

During  the  past  year  I  removed  by  abdominal  hysterectomy  a 
symmetrical  intrauterine  fibroid  weighing  twelve  pounds.  Upon 
cutting  through  the  middle  of  the  mass  there  was  found  a  calcifii  d 
portion,  nearly  two  inches  in  diameter,  of  irregular  shape,  located 
in  the  centre  of  the  tumor.  In  front  and  below  this  was  a  pus 
cavity  slightly  larger  than  the  calcified  mass.  The  pus  was  thick 
aud  of  greenish  hue.  Above  and  slightly  posterior  to  the  calcified 
mass  was  another  pus  cavity,  about  two-thirds  the  size  of  the  first 
one  mentioned.  The  pus  was  of  the  same  consistence  as  in  the 
other,  but  lighter  in  color.  There  was  no  connection  between  the 
pus  cavities  nor  between  them  and  the  calcified  mass.  This 
patient  was  forty-three  years  old,  married  twenty  years,  sterile; 
had  flowed  profusely  for  the  past  three  years;  was  very  weak  and 
anemic;  had  been  confined  to  the  bed  for  several  months.  She 
bore  the  operation  well  and  made  an  uneventful  recovery. 

I  think  there  is  no  doubt  that  malignant  degeneration  of  fibroids 
may  occur,  although  I  have  never  seen  a  case,  and  do  not  think 
fear  of  this  change  deserves  much  weight  as  a  reason  for  operative 
interference  with  the  tumors.  But  there  are  frequently  changes 
in  other  organs  that  are  quite  serious  in  themselves  and  indicate 
the  necessity  for  removal  of  the  growth  ;  in  fact,  it  would  be  much 
safer  for  the  patient  if  the  tumor  was  removed  before  the  changes 
occurred.  One  of  these  is  fatty  degeneration  of  the  liver.  This 
condition  is  a  frequent  complication  of  uterine  fibroids,  and  is 
probably  due  to  change  in  the  portal  circulation.  Another  is  dis- 
ease of  the  kidneys,  as  pyelitis,  pyelonephrosis,  or  hydronephrosis. 
The  changes  are  caused  by  pressure  on  the  ureters,  and  are  of  com- 
paratively frequent  occurrence.  Lesions  of  the  heart  have  been 
common  in  my  experience.  Until  within  the  past  three  years  I 
did  not  keep  a  complete  record  of  these  changes;  but  since  that 
time,  in  thirty-three  cases,  fourteen  have  had  some  form  of  heart 
lesion,  and  the  complication  did  not  have  any  relation  to  the  size 
of  the  tumors,  but  in  every  case  except  two  the  flow  at  the  men- 
strual period  was  excessive,  and  in  most  cases  continued  much 
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longer  than  normal.  Hence,  from  personal  experience,  I  judge 
that  menorrhagia  or  metrorrhagia,  or  both,  are  the  most  frequent 
causes  of  heart  lesion  in  uterine  fibroids — in  just  what  manner  I 
am  unable  to  say,  unless  the  excessive  loss  of  blood  at  regular  or 
irregular  intervals  not  ouly  weakens  the  heart  muscles,  but  pro- 
duces anemia  and  a  general  cachectic  condition  which  favors  the 
production  of  the  different  lesions. 

Pozzi  says:  "An  abdominal  tumor  causes  an  increased  vascular 
pressure  and  so  reacts  upon  the  cardiac  muscles.  As  to  the  final 
degeneration  of  the  heart,  it  is  strongly  favored  by  the  anemic  and 
cachectic  condition  of  certain  subjects."  I  believe  the  anemic  and 
cachectic  conditions  which  result  from  the  loss  of  blood  are  the 
chief  causes  of  these  lesions,  and  not  the  increased  vascular  press- 
ure. That  being  the  case,  any  form  of  fibroid  in  which  the  loss 
of  blood  is  greater  than  normal  is  dangerous,  the  danger  being  in 
proportion  to  the  anemia  or  the  amount  of  blood  lost.  I  do  not 
wish  to  be  understood  that  the  danger  is  due  to  this  one  cause 
alone,  but  it  is  one  of  the  most  serious  conditions,  and  is  the  most 
potent  factor  in  the  production  of  heart  lesions.  Of  the  two  cases 
in  which  the  flow  was  not  excessive,  in  one  the  tumor  was  large  and 
symmetrical;  the  other  was  much  smaller,  but  nodular  in  character. 

Even  the  arrest  of  the  hemorrhage  and  the  shrinkage  of  the 
tumor  do  not  always  prevent  the  development  of  heart  lesions 
when  once  begun,  as  the  following  case  illustrates: 

Miss  C,  aged  thirty-five  years.  Menstruated  first  at  fourteen 
years,,  regular,  and  flow  normal,  until  four  years  ago  the  flow  became 
more  profuse,  increasing  in  amount,  and  periods  were  prolonged. 
Upon  examination  under  anesthesia,  found  an  interstitial  fibroid, 
the  uterus  being  three  times  its  normal  size.  As  the  patient  was 
opposed  to  the  removal  of  the  organ,  it  was  thoroughly  curetted, 
with  the  result  that  the  hemorrhage  ceased,  and  two  years  later — 
which  was  the  first  time  an  examination  was  made — the  uterus  had 
become  reduced  to  nearly  its  natural  size.  Yet  during  this  time 
a  well-marked  mitral  insufficiency  with  the  usual  accompanying 
hypertrophy  was  developed.  At  the  time  of  curetting  a  slight 
murmur  was  detected,  but  no  hypertrophy  was  manifest.  This 
lesion  may,  however,  have  been  due  to  some  cause  entirely  foreign 
to  the  fibroid,  yet  none  could  be  discovered. 

In  the  following  case  the  result  was  different:  Mrs.  M.,  aged 
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thirty-three  years ;  medium  height,  very  stout,  with  ruddy  com- 
plexion. Menstruated  first  at  fourteen  years,  regular  and  normal. 
During  the  past  three  years  the  flow  has  been  about  twice  as  much 
as  formerly,  extending  over  nearly  three  weeks.  An  abnormal 
sound — it  could  hardly  be  called  a  murmur,  and  I  do  not  think 
it  indicated  structural  change — could  be  detected  at  the  apex  of 
the  heart.  Nine  months  after  the  removal  of  a  large  fibroid 
tumor  by  abdominal  hysterectomy  the  patient  was  perfectly  well 
and  no  unusual  sound  could  be  heard. 

Possibly  the  fibroids  with  the  accompanying  hemorrhage  were 
not  the  cause  of  the  heart  lesions  in  these  cases,  but  I  think  they 
were.  In  one  case  the  trouble  was  fully  developed  and  continued 
after  the  removal  of  the  cause  ;  in  the  other  it  was  in  its  incipiency 
and  the  removal  of  the  cause  prevented  any  further  development 
and  promoted  the  recovery  of  the  patient. 

I  am  well  aware  that  I  have  not  proved  that  the  excessive  loss 
of  blood  is  the  cause  of  the  heart  lesions,  yet  I  believe  it  is  more 
than  a  coincidence,  and  at  least  deserves  further  investigation.  It 
is  true  that  many  patients  go  through  life  with  a  fibroid  without 
much  inconvenience,  yet  I  look  upon  such  growths  as  a  source  of 
danger,  not  only  in  themselves — depending  upon  their  size,  shape, 
and  location — but  they  are  often  more  dangerous  from  their  com- 
plications. Although  quiet  now,  a  tumor  may  within  a  short  time 
develop  serious  symptoms,  and  should  be  carefully  watched,  aud 
not  allowed  to  impair  the  general  health  of  the  patient.  Pallia- 
tive treatment,  such  as  tonics,  curetting,  electricity,  etc.,  is  beneficial 
in  some  cases.  I  have  also  seen  good  results  in  a  few  cases  from 
the  use  of  the  thyroid  extract.  In  most  cases,  however,  the 
removal  of  tbe  tumor  or  tumors  by  myomectomy,  when  it  can  be 
done,  or  hysterectomy,  either  abdominal  or  vaginal  as  the  operator 
may  decide,  is  the  only  satisfactory  procedure.  The  mortality  is 
not  sufficiently  large  to  justify  us  in  allowing  the  patient  to  drag 
out  a  miserable  existence.  To  be  sure,  any  complication  adds  to 
the  danger  of  the  operation,  especially  lesions  of  the  heart ;  yet 
these  do  not  contraiudicate  operations  unless  well  advanced,  and 
whoever  has  the  patient  under  observation  should  not  allow  serious 
complications  to  occur.  When  the  growth  does  not  cause  much 
trouble  let  it  alone,  but  watch  it  closely,  and  operate  as  soon  as  the 
tumor  begins  to  prove  troublesome  in  any  way. 


THE  REMOVAL  OF  THE  CECUM. 
By  J.  H.  CARSTENS,  M.D., 

DETROIT. 


Removal  of  the  cecum  is  sufficiently  rare,  so  that  every  case 
is  interesting  and  should  be  reported  in  order  to  clear  up  all  moot 
questions  connected  with  the  technique  of  the  operation  and  the 
morbid  conditions  requiring  and  justifying  the  operation. 

It  is  not  necessary  to  burden  you  with  a  recital  of  a  long  list  of 
authors  and  cases  ;  two  years  ago  a  list  showed  thirty-three  cases 
operated  upon,  with  a  mortality  of  48  per  cent.;  this  included  many 
fecal  fistula?  of  a  tuberculous  nature  which  required  difficult  and 
complicated  operations,  on  the  intestines.  With  our  increased  power 
of  diagnosticating  cases  early  which  need  an  operation,  and  also 
with  the  bolder  surgery  of  performing  exploratory  celiotomy  for 
diagnostic  purposes  only,  we  today  will  be  able  to  show  a  better 
record. 

My  case  briefly  is  as  follows  :  Mr.  A.  E.  H.,  aged  fifty- five 
years,  a  veteran  of  the  war  of  the  late  rebellion,  was  in  good 
health  all  these  years  except  for  occasional  attacks  of  rheumatism. 
In  February  of  this  year  he  was  taken  with  pain  and  distress  in 
the  abdomen ;  some  days  he  would  have  a  sharp  attack  of  colic, 
and  the  next  day  be  free  from  it,  but  there  was  no  regularity  of 
the  attack.  Neither  exercise  nor  variety  in  diet  had  any  effect  on 
the  attack  ;  it  would  sometimes  occur  at  night  and  awake  him  from 
sleep.  In  the  course  of  two  months  the  attacks  became  very 
severe;  he  would  vomit  and  show  symptoms  of  obstruction  of 
the  bowels.  The  latter  were  moved  with  great  difficulty  and 
required  the  use  of  strong  cathartics  or  eneraata.  In  the  begin- 
ning of  May  the  attacks  would  come  on  suddenly  with  excrucialiiu/ 
pain,  so  that  he  would  be  doubled  up,  and  could  only  be  relieved 
by  hypodermatic  injections  of  half  a  grain  of  morphine.  The 
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attacks  simulated  those  produced  by  gallstones.  His  eyeballs 
were  yellow,  skin  tawny,  and  certainly  gallstones  coulrl  be  sus- 
pected. The  pain  was  generally  around  the  umbilicus,  a  little 
more  to  the  right,  about  over  the  region  of  the  gall-ducts.  The 
attacks  increased  in  frequency ;  sometimes  he  would  have  several 
a  day.  Inability  to  retain  food  became  more  marked,  and  his 
bowels  were  completely  obstructed.  When  I  saw  him,  June  8th, 
he  had  not  retained  any  nourishment  longer  than  half  an  hour  at 
a  time  for  two  weeks,  nor  had  his  bowels  moved  during  that  time. 

Examination.  He  was  a  tall  man,  greatly  emaciated ;  general 
condition  good  except  the  soreness  in  the  abdomen.  Percussion 
and  palpation  gave  no  clue,  which  was  caused,  I  think,  by  a  rigid 
condition  of  the  rectus  muscles ;  certainly  there  was  no  swelling 
or  tumor  of  any  kind. 

I  did  not  make  a  diagnosis,  simply  that  there  was  obstruction 
of  the  bowels  somewhere,  complicated,  perhaps,  by  gallstones  or 
renal  calculi.  I  agreed  to  do  an  exploratory  celiotomy  and  do 
whatever  I  could  to  relieve  the  condition,  or,  if  it  was  beyond  help, 
to  close  the  abdomen.  He  was  prepared  as  usual,  and  on  June 
9th,  9  a.m.,  I  proceeded  to  operate,  the  patient  being  under  the 
influence  of  chloroform. 

I  made  an  incision  at  the  outer  edge  of  the  right  rectus  and 
over  the  usual  locatiou  of  the  gall-duct.  The  abdomen  open,  I 
introduced  my  finger,  exploring  the  gall-bladder  and  duct  ;  found 
everything  normal ;  reached  down  to  the  kidney  and  found  no 
stones  or  any  abnormal  condition  there;  explored  downward  to 
the  region  of  the  cecum  and  found  some  swelling;  and  abnormal 
condition.  This  evidently  was  the  seat  of  the  trouble,  and  I  in- 
creased my  abdominal  incision  downward  two  and  a  half  iuches, 
making  it  altogether  three  aud  a  half  inches  long. 

With  retractors  the  region  of  the  cecum  could  now  be  thoroughly 
exposed,  and  the  following  condition  was  found  :  The  small  intes- 
tine at  its  junction  with  the  cecum  was  of  ordinary  size,  but 
above  it  for  eight  inches  was  dilated,  immensely  hypertrophied  and 
about  the  size  of  the  transverse  colon.  I  inverted  it  with  my  finger 
and  tried  to  push  it  through  the  ileocecal  valve,  and  there  I  found 
the  obstruction.  The  opening  had  been  reduced  to  the  size  of  a 
lead-pencil,  and  to  overcome  the  obstruction  nature  had  kindly 
produced  a  compensatory  hypertrophy,  and  the  terrible  pain  was 
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caused  by  the  occasional  attempts  to  empty  the  ileum.  The  cecum 
was  adherent,  but  could  be  easily  loosened;  the  appendix  was  lying 
along  its  side  and  adherent  to  it. 

The  only  thing  I  could  possibly  do,  it  seemed  to  me,  was  to 
remove  the  whole  cecum  and  hypertrophied  ileum.  There  was 
not  much  difficulty  in  ligating  in  sections  the  mesenteric  attach- 
ments and  removing  the  whole  mass — that  is,  about  niue  inches 
of  the  small  intestine,  the  whole  cecum,  and  about  two  inches  of 
the  ascending  colon  ;  my  object  being  to  remove  everything  that 
seemed  diseased,  as  the  condition  might  be  malignant.  The  small 
intestine  was  then  joined  to  the  ascending  colon  by  the  aid  of  a 
Murphy  button  in  the  usual  manner ;  the  toilet  of  the  peritoneum 
was  quickly  made  and  the  abdominal  incision  closed  with  silk- 
worm-gut sutures,  placed  by  the  method  of  Kehrer,  the  so-called 
figure-of-eight  interrupted  ligatures.  The  whole  operation  com- 
plete took  seventy  minutes.  The  patient  quickly  recovered  from 
the  anesthetic  and  was  nourished  with  beef  peptonoid  per  rec- 
tum ;  nothing  was  allowed  by  mouth  at  first,  on  account  of  the 
constant  vomiting  he  had  had.  On  the  third  day,  however,  he 
was  given  a  little  tea,  coffee,  and  broth,  but  he  developed  such  a 
vigorous  appetite  that  he  was  allowed  the  so-called  soft  diet,  and 
by  the  tenth  day  he  was  allowed  solid  food — in  fact,  he  seemed 
to  eat  all  day  and  was  always  hungry.  The  tenth  day  the  ligatures 
were  removed  and  he  was  allowed  to  get  up,  and  in  two  weeks  he 
went  home.  He  has  continued  to  improve,  although  his  appetite 
has  lessened,  and  a  few  days  ago  I  heard  that  he  was  quite  well. 
The  Murphy  button  was  never  found.  I  did  not  expect  to  see  it 
before  he  left  the  hospital,  and  instructed  him  carefully  to  be  on 
the  lookout  for  it,  but  he  claims  that  he  did  not  find  it.  This  has 
happened  to  me  on  several  other  occasions. 

I  am  sorry  to  say  the  microscopic  examination  showed  the  en- 
largement or  growth  to  be  sarcoma,  consequently  we  can  expect 
its  recurrence  sooner  or  later.  In  the  meantime,  however,  he  is 
made  comfortable  and  his  life  is  prolonged. 


GASTROENTEROSTOMY  BY  A  MODIFIED  VON 
HACKER  METHOD. 


By  J.  D.  THOMAS,  M.D., 
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The  present  contribution  cannot  be  dignified  with  the  title  of 
an  "original  paper."  To  present  a  paper  with  something  new, 
in  a  field  that  is  being  worked  over  with  such  unabating  vigilance 
by  the  brightest  minds  and  most  indefatigable  workers  in  our  pro- 
fession, is  an  undertaking  that,  with  my  humble  ability  and  limited 
time,  becomes  an  impossibility.  With  your  indulgence  I  beg 
leave  to  report  the  following  case,  the  only  virtue  of  which  is  to 
add  to  a  literature  that  is  at  the  present  time  receiving  a  good  deal 
of  attention  from  abdominal  surgeons  : 

J.  K.,  aged  fifty-two  years,  admitted  to  South  Side  Hospital 
July  7,  1898  ;  native  of  Hungary;  resident  of  the  United  States 
for  eight  years.  Father  died  at  the  age  of  sixty-five  years  ;  does 
not  know  the  cause  of  death.  Mother  died  during  childbirth  at 
the  age  of  forty-five  years.  No  history  of  cancer  in  family; 
denies  specific  disease.  Patient  has  had  nearly  all  of  the  diseases 
peculiar  to  childhood.  From  childhood  until  five  years  ago  was 
never  ill,  at  which  time  he  was  said  to  have  had  some  lung  trouble, 
which  lasted  for  four  weeks.  Since  that  illness  he  has  never  been 
well.  About  one  year  ago  he  began  to  complain  of  a  burning  in 
the  stomach,  accompanied  with  flatulence  and  fetid  breath.  Six 
months  ago  patient  began  to  have  actual  pain  in  the  region  of  the 
stomach,  the  pain  radiating  toward  the  back.  Three  months  ago 
vomiting  began,  this  continuing  up  to  the  present  time,  with  great 
regularity,  three  or  four  hours  after  meals.  Vomited  matter  of  a 
dark  color.  Never  noticed  blood  in  the  ejected  material.  Bowels 
have  not  moved  for  two  weeks. 
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On  examination  the  patient  is  emaciated  to  the  last  degree;  he 
is  anemic,  and  the  skin  has  a  grayish  tinge.  The  stomach  can  be 
outlined  with  ease;  this  is  owing  to  the  fact  that  it  is  distended 
with  food,  while  the  intestines  below  are  collapsed,  with  absence 
of  fat  in  the  abdominal  walls.  The  patient  can  produce  splashing 
sounds,  while  upon  his  back,  by  rolling  from  one  side  to  the 
other — a  feature  in  his  case  that  he  is  particularly  anxious  should 
be  observed,  as  he  holds  that  nothing  passes  down.  On  palpation 
a  small  mass  can  be  demonstrated  in  the  pyloric  region.  An 
operation  was  advised  some  weeks  ago,  but  was  declined  by  the 
patient.  The  patient  now  asks  for  an  operation,  as  he  is  starving. 
It  has  been  observed  since  the  patient  came  into  the  hospital  that 
the  vomitus  contains  small  specks  of  blood.  Hydrochloric  acid 
absent.  Urine  normal  to  ordinary  tests;  pulse  78,  temperature  99°. 

Operation  July  10th.  The  abdomen  was  opened,  lavage  of  the 
stomach  being  first  practised,  by  a  small  incision  between  the  ensi- 
form  cartilage  and  umbilicus.  Introduction  of  the  fingers  re- 
vealed the  indurated  pylorus.  The  opening  was  now  enlarged, 
when  it  was  possible,  by  retracting  the  abdominal  walls,  to  inspect 
the  pylorus.  The  indurated  mass  involved  the  entire  circumference 
and  appeared  to  completely  obliterate  the  lumen  of  the  gut.  The 
lymphatics  in  the  neighborhood  were  involved.  Gastroenteros- 
tomy by  the  Von  Hacker  method  was  immediately  decided  upon. 
The  jejunum  was  readily  found  by  lifting  up  the  transverse  colon 
and  passing  the  hand  to  the  left  under  the  mesocolon  in  the  direc- 
tion of  the  duodenum  (Socin).  The  mesocolon  was  now  torn  in 
the  direction  of  the  bloodvessels.  The  jejunum  was  then  brought 
up  against  the  stomach  ;  but  the  apposition  of  the  jejunum  and 
the  anterior  and  lower  portion  of  the  stomach  so  naturally  adapted 
themselves  that  I  intuitively  accepted  the  suggestion  and  made  the 
anastomosis  at  this  point,  first  making  the  incisions  in  the  jejunum 
and  stomach,  and  inserting  the  Murphy  button,  largest  size. 

The  margin  of  the  opening  in  the  mesocolon  was  made  fast  to  the 
stomach  by  a  few  fine  silk  sutures.  Although  the  operation  was 
done  with  the  utmost  deliberation,  but  forty  minutes  were  occupied 
from  the  beginning  of  the  operation  until  the  patient  was  removed 
to  his  bed  in  a  very  fair  condition.  For  the  first  two  days  fol- 
lowing the  patient  was  nourished  by  the  rectum,  and  everything 
looked  favorable.    However,  the  patient  was  losing  ground,  the 
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pulse  was  becoming  rapid  and  thready,  with  the  supervention  of 
hiccough.  Food  by  the  mouth,  in  the  form  of  milk  and  whiskey 
and  beef  tea  at  intervals  of  two  hours,  was  now  administered,  but 
the  patient  gradually  became  weaker,  and  died  of  inanition  at  the 
end  of  five  days.  With  the  operation  vomiting  ceased  entirely, 
the  patient  calling  for  more  food. 

On  opening  the  abdomen  after  death  the  stomach  and  intestines 
were  found  comparatively  empty.  At  the  point  of  anastomosis 
the  coaptation  was  perfect.  A  section  of  the  stomach  and  bowel, 
with  the  button  in  situ,  was  removed.  On  unscrewing  the  button 
and  its  removal,  although  slight  adhesions  had  taken  place,  they 
were  not  firm  enough  to  prevent  their  separation. 

If  the  vitality  of  the  patient  had  not  been  at  such  a  low  ebb, 
it  is  probable  that  the  adhesions  at  this  time  would  have  been 
more  firm.  In  the  specimen,  which  I  beg  leave  to  present  for  your 
inspection,  you  will  observe  that  the  peritoneal  surfaces  have  been 
nicely  in  apposition  in  the  entire  circumference,  and  the  opening 
is  ample  for  the  passage  of  food. 

I  am  satisfied  that  if  this  patient  had  been  operated  upon  some- 
what earlier  recovery  would  have  taken  place.  The  patient  died 
of  starvation.  An  observation  that  might  be  made  in  this  con- 
nection is  the  fact  that  before  the  operation  the  patient  retained 
the  food  in  his  stomach  always  for  three  or  four  hours  after  meals, 
but  apparently  very  little  nutrition  was  supplied  to  the  body,  the 
stomach  acting  principally  as  a  food  receptacle  rather  than  as  a 
food  elaborator. 

The  history  of  this  operation,  and  the  various  methods,  with 
the  technique,  have  very  recently  been  so  elaborated  by  Keen  and 
others  that  anything  in  that  direction  upon  my  part  would  be 
a  labor  of  supererogation. 
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By  MAEKLEY  CONNELL  CAMEEON,  M.D., 

PITTSBURG. 


Not  many  years  ago  a  dislocated  kidney,  or  a  kidney  displaced 
from  its  normal  site,  was  looked  upon  as  a  very  rare  condition. 
Now  it  is  observed  very  frequently,  probably  due  to  the  fact  that 
physicians  are  more  alert  than  formerly,  aud  seek  after  it. 

In  dispensary  and  private  practice  during  the  past  three  years 
the  writer  has  examined  thirty  or  more  persons  afflicted  with  a 
floating  kidney.  Complete  notes  were  not  made  of  all  the  cases 
that  came  under  my  observation,  but,  in  reviewing  them,  I  find 
that  the  subjects  were  all  females,  ranging  in  age  from  twenty-two 
to  sixty-three  years,  the  majority  being  between  thirty  and  forty 
years  of  age.  In  only  one  case  it  was  the  left  kidney  that  was 
abnormally  situated.  The  left  kidney  in  that  instance  was  not 
only  displaced,  but  much  enlarged,  tender  and  fluctuating.  The 
majority  of  the  women  were  thin  aud  spare,  not  one  being  very 
fat.  With  one  exception  they  were  or  had  been  married.  The 
greater  number  had  none  or  only  one  or  two  children,  only  three 
having  given  birth  to  a  large  number  of  children.  Hence  frequent 
childbearing,  stated  by  some  writers  to  be  a  common  cause  of 
floating  kidney,  was  not  corroborated  by  my  experiences.  With- 
out exception  the  women  had  worn  corsets  and  had  suspended  their 
skirts  from  the  hips.  Some  had  worked  hard,  others  moderately, 
and  a  few  had  taken  life  easy.  Two  had  received  severe  falls,  and 
dated  their  distress  from  the  time  the  accident  happened. 

The  degree  of  mobility  and  displacement  varied  considerably  in 
the  different  cases.  In  six  the  kidney  could  be  readily  grasped 
with  one  hand  and  moved  about  over  a  considerable  area,  while  in 
others  it  was  necessary  to  use  the  two  hands,  one  anterior  and  the 
other  posterior,  to  detect  the  slightly  movable  and  dislocated  kidney. 
In  most  cases  the  kidney  was  normal  in  size  and  shape.  In  three 
the  kidney  was  enlarged  and  tender. 
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The  symptoms  varied  somewhat  in  the  different  women,  and  the 
severity  of  the  symptoms  was  not  in  proportion  to  the  amount  of 
displacement  of  the  kidney.  In  a  few  disturbance  of  the  urinary 
function  was  prominent,  the  kidney,  as  a  rule,  being  in  a  healthy 
condition,  as  evidenced  by  the  urine.  Disturbances  of  the  nervous 
system  were  marked — hysteria,  hypochondriasis,  backache,  drag- 
ging pains  in  the  right  side,  neuralgia;  palpitatiou  of  heart,  head- 
ache, dizziness,  falling  and  smothering  sensations  were  common 
phenomena. 

Gastro-intestinal  disturbances  were  common — nausea,  vomiting, 
flatulence,  and  colic.  A  few  suffered  with  violent  colic  with  in- 
flammatory symptoms,  sensitive  tumor,  and  localized  peritonitis. 
A  case  I  examined  in  September,  1896,  was  of  this  nature.  Mrs. 
S.,  aged  sixty-three  years,  mother  of  seventeen  children,  had 
always  been  a  hard-working  woman.  Previous  to  September  12, 
1896,  she  had  never  complained  of  being  sick,  with  the  exceptiou 
of  considerable  "  wind  in  her  bowels ''  for  many  years.  On  Sep- 
tember 12,  1896,  after  a  hard  day's  work  at  scrubbing  and  wash- 
ing, she  was  suddenly  seized  with  a  severe  colicky  pain  in  the 
right  iliac  region  and  a  strong  bearing-down  sensation.  Iu  a  short 
time  the  abdomen  became  swollen,  tympanitic,  and  exceedingly 
tender  on  pressure.  A  large  mass  was  readily  detected  on  the 
right  side,  extending  from  the  twelfth  rib  to  the  ilium.  On  ac- 
count of  the  great  tenderness  and  pain,  it  was  at  first  difficult  to 
diagnosticate  the  true  condition  ;  after  a  few  days,  when  the  swelling 
and  tenderness  had  subsided,  the  tumor  was  readily  recognized  as 
an  enlarged  movable  kidney.  This  kidney  probably  had  been 
floating  for  some  years,  when  suddenly,  after  a  sudden  straining 
effort,  the  kidney  became  turned,  twisting  on  its  pedicle,  causing 
obstruction,  congestion,  swelling,  and  tenderness  of  that  organ — 
the  tenderness  and  inflammatory  symptoms  extending  to  the  sur- 
rounding parts.  Her  urine  at  first  was  very  dark  in  color,  heavy, 
and  scant;  at  my  last  visit  it  was  copious,  light  in  color,  with  a 
specific  gravity  of  1,003,  containing  no  albumin.  The  kidney 
gradually  became  smaller  and  more  mobile. 

The  diagnosis  in  the  majority  of  the  subjects  was  comparatively 
easy.  The  presence  of  a  movable  kidney-shaped  tumor  was 
plainly  detected  in  the  hypochondriac  region.  This,  in  conjunc- 
tion with  the  nervous  and  gastro-intestinal  symptoms  mentioned 
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above,  made  the  diagnosis  evident.  I  have  never  seen  death  fol- 
low as  a  result  of  floating  kidney,  but  in  some  instances  much 
suffering. 

The  treatment  advised  depended  upon  the  age,  amount  of  distress, 
and  the  general  condition  of  the  woman.  If  the  patient  was  old 
and  not  suffering  much,  general  tonic  treatment  was  given,  with  a 
caution  not  to  be  alarmed,  her  condition  not  being  a  very  serious 
or  likely  fatal  one.  Attention  was  directed  to  proper  hygiene  and 
diet;  corsets  were  discarded  ;  the  skirts  suspended  from  the 
shoulders ;  any  considerable  force  and  violent  muscular  effort  to 
be  avoided;  the  bowels  were  regulated.  In  those  women  who 
suffered  sudden  attacks  of  pain,  with  nausea,  abdominal  tenderness, 
and  inflammatory  symptoms,  rest  in  bed,  hot  fomentations  over 
the  abdomen,  and  anodynes  were  prescribed  until  the  acute  symp- 
toms subsided.  In  a  few  cases  bandages,  rubber  pads,  and  elastic 
belts  were  applied,  with  the  object  of  keeping  the  kidney  in 
normal  site  and  immobile ;  but  they  were  of  no  benefit,  and  only 
gave  the  wearer  considerable  additional  annoyance  and  distress. 

Those  women  who  suffered  much  and  whose  general  condition 
was  good  were  advised  to  submit  to  nephrorrhaphy.  I  have  per- 
formed this  operation  three  times  during  the  period  given. 

Case  I. — Mrs.  S.,  aged  thirty  years  ;  mother  of  one  child  ;  in- 
strumental delivery  after  a  very  hard  labor.  The  right  kidney 
considerably  displaced.  Ordinary  methods  of  treatment  by 
support  had  been  used  for  many  months  prior  to  the  operation, 
without  relief.  The  operation  was  performed  as  follows :  The 
patient  was  placed  face  downward  upon  the  operating-table — a 
large  pad  being  placed  under  the  abdomen  to  make  the  iliocostal 
space  prominent — first  restoring  the  displaced  organ.  Incision 
through  the  abdominal  wall  was  made,  commencing  about  one- 
half  inch  below  the  twelfth  rib  and  extending  downward  and  out- 
ward about  three  inches.  The  kidney,  upon  being  exposed,  was 
grasped  with  a  pair  of  volsella  forceps  and  brought  well  into  view  ; 
the  fibrous  capsule  next  incised  to  the  extent  of  about  one  and  a 
quarter  inches  and  dissected  back  one-half  inch  on  each  side  of  the 
incision.  The  flaps  thus  made  were  sutured  to  either  side  with 
buried  silkworm-gut  to  the  muscles  and  connective  tissue.  The 
upper  and  lower  angles  of  the  external  wound  were  closed  and  the 
centre  packed  with  iodoform  gauze  ;  wound  dressed,  and  the  patient 
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placed  in  bed  upon  her  back  and  kept  in  that  position  for  several 
days ;  wound  packed  daily,  and  allowed  to  heal  by  granulations. 
Mrs.  S.  made  a  good  recovery  from  the  operation.  The  kidney 
remained  firmly  adherent  ;  her  pains  were  much  relieved ;  the 
nervous  symptoms  were  not  so  marked,  and  her  general  condition 
decidedly  improved.  One  year  after  the  operation  the  kidney  still 
in  normal  position  and  immobile. 

Case  II. — Mrs.  M,,  a  woman  fifty-nine  years  old  ;  never  has 
given  birth  to  a  child  ;  very  thin  and  anemic;  her  general  condi- 
tion bad,  having  suffered  severely  with  a  catarrhal  condition  of 
the  intestines,  occasionally  passing  large  mucous  casts  from  the 
bowel  ;  nervous  symptoms  very  prominent.  The  right  kidney 
very  free  and  mobile  ;  it  could  be  readily  grasped  with  one  hand 
and  moved  over  considerable  area.  Ordinary  treatment  had  failed 
to  relieve ;  notwithstanding  her  age  and  bad  condition,  operation 
was  advised.  She  readily  consented.  Operation  similar  to  the 
first  detailed,  with  the  exception  that  the  fibrous  capsule  of  the 
kidney  was  not  split  nor  dissected  up,  the  kidney  being  made  fast 
by  passing  a  large-sized  semicircular  needle,  carrying  a  heavy  silk 
thread,  through  the  substance  of  the  kidney,  passing  the  ends  of 
the  thread  through  the  abdominal  walls,  one  on  either  side  of  the 
middle  of  the  incision  ;  only  one  suture  was  passed  in  this  manner. 
The  capsule  being  next  roughened  slightly,  the  ends  of  the  heavy 
thread  were  tied  down,  thereby  bringing  the  kidney  well  up  to  the 
abdominal  wall  and  closing  the  incision  at  its  middle ;  a  small 
iodoform  gauze  drain  introduced  and  the  external  wound  closed 
and  dressed.  The  large  silk  thread  anchoring  the  kidney  was 
allowed  to  remain  three  weeks.  Mrs.  M.  recovered  nicely  and 
rapidly  from  the  operation,  suffering  no  pain  or  distress  while  in  bed. 
At  last  report — a  few  months  ago — the  kidney  remains  fast  and  in 
good  position,  and  her  general  condition  is  very  much  improved. 

Case  III. — Mrs.  B.,  aged  twenty-three  years  ;  no  children. 
Had  suffered  long  with  flatulence  and  nausea ;  very  nervous  and 
hysterical.  Operation  performed  in  the  same  manner  as  in  the 
second  case  stated.  Results  altogether  satisfactory.  This  patient 
now  feels  entirely  well. 

I  regard  the  method  of  anchoring  applied  in  the  second  and 
third  cases  stated  as  much  superior  to  that  adopted  in  the  first. 
It  is  simple,  takes  less  time  to  perform,  and  gives  better  results. 
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A  brief  review  of  some  of  the  more  important  points  concern- 
ing the  anatomy  of  the  gall-ducts  and  the  physiology  of  the  bile 
is  deemed  advisable  before  taking  up  the  other  branches  of  the 
subject.  In  this  paper  we  are  concerned  only  with  the  cystic,  the 
right  and  left  hepatic,  and  the  common  ducts,  and  more  especially 
with  the  common  duct,  because  its  greater  length  and  less  pro- 
tected position  render  injuries  to  it  more  frequent  than  injuries  to 
the  hepatic  ducts,  while  injuries  to  the  cystic  duct  present  no 
features  differing  in  practical  import  from  injuries  to  the  gall- 
bladder. 

Uniting  at  the  under  surface  of  the  liver,  the  right  and  left 
hepatic  ducts  form  a  single  duct,  which,  after  passing  downward 
and  to  the  right  about  one  and  a  half  inches,  is  joined  at  an  acute 
angle  by  the  cystic  duct  coming  from  the  right  above,  thus  forming 
the  ductus  communis  cholcdochus.  The  general  direction  of  the 
common  duct  is  downward  along  the  right  border  of  the  lesser 
omentum  to  the  inner  side  of  the  descending  portion  of  the  duo- 
denum, where  it  empties  by  piercing  the  walls  of  the  gut  obliquely, 
thus  making  the  opening  valve-like  in  action.  Just  before  piercing 
the  gut  the  common  duct  receives  the  duct  from  the  pancreas.  By 
passing  the  finger  from  left  to  right  along  the  lesser  omentum  until 
the  right  margin  is  reached,  then  hooking  the  finger  under  this 
margin  through  the  foramen  of  Winslow,  the  common  duct  may  be 
lifted  forward.  The  common  duct  lies  in  front  of  the  vena  porta,  to 
the  right  of  the  hepatic  artery,  and  is  crossed  in  front  by  the  pyloric 
and  gastro-duodcnal  arteries.  The  superior  pancreatico-duodenal 
branch  of  the  latter  artery  lies  in  close  relation  to  the  right  side  of 
the  lower  two-thirds  of  the  common  duct.  It  is  important  that  the 
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changes  in  the  position  of  the  liver  and  the  consequent  changes  in 
the  position,  direction,  and  relations  of  the  ducts,  due  to  relaxation 
of  the  ahdominal  walls,  etc.,  be  borne  in  mind.  I  have  myself 
seen  the  fundus  of  the  gall-bladder  below  the  umbilicus  in  a  case 
in  which  I  did  a  cholecystotomy  for  gallstones. 

A  knowledge  of  the  physiology  of  the  bile  is  as  necessary  to 
correct  treatment  of  the  cases  under  consideration  as  is  a  knowledge 
of  the-  anatomy  of  the  bile-ducts,  but  the  question  as  to  just  why 
the  bile  is  necessary  to  the  health  of  the  individual  does  not  par- 
ticularly concern  us  now.  Whether  the  bile  assists  absorption  or 
digestion,  or  both,  or  whether  it  acts  as  an  antiseptic,  or  whether, 
as  Kiiss  says,  it  simply  "  sweeps  the  workshop  clean  in  which  the 
laborious  task  of  absorption  has  just  been  completed,"  matters  not 
so  far  as  concerns  our  present  purposes.  Suffice  it  to  say  that 
physiological  experiments  and  clinical  observations  leave  no  room 
to  doubt  that  the  function  of  the  bile  is  necessary  to  health  and 
life.  We  do  not  know  upon  what  Mr.  Tait  bases  his  statement2 
to  the  effect  that  all  of  the  bile  may  be  diverted  from  the  intestines 
in  the  human  subject  without  harm  resulting  therefrom;  but  we 
cannot  accept  it  as  true,  inasmuch  as  it  is  opposed  to  the  opinions 
of  physiologists  and  is  not  in  accord  with  clinical  observations. 
The  practical  importance  of  the  bile  as  an  excretion  is  quite  as 
great  as  is  its  importance  as  a  secretion.  However,  the  clinical 
picture  of  cholemia  is  too  familiar  to  require  description  here. 

Injury  to  the  hepatic  ducts  is  usually  accompanied  by  injury  to 
the  liver  also.  This  does  not  apply,  of  course,  to  those  cases  in 
which  the  injury  is  produced,  either  intentionally  or  by  accident, 
in  the  course  of  operations.  One  would  expect  injury  to  the 
common  duct  to  be  complicated  usually  by  hemorrhage,  owing  to 
the  close  relation  it  bears  to  numerous  large  bloodvessels;  but  this 
does  not  seem  to  be  the  fact,  judging  from  the  few  cases  reported. 
I  do  not  wish  to  be  understood  as  meaning  that  hemorrhage  is  an 
infrequent  or  unimportant  complication  of  injury  to  the  bile- 
ducts,  but  simply  that  it  does  not  seem  to  occur  so  frequently  as 
the  relative  anatomy  of  the  bile-ducts  would  lead  one  to  expect. 
This  may  be  accounted  for  by  the  relatively  greater  power  of  re- 
sistance of  the  bloodvessel  walls. 

No  case  of  the  rupture  of  the  gall-bladder  or  gall-ducts  without 
penetration  of  the  abdomen  is  reported  in  the  Medical  and  Surgical 
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History  of  the  War  of  the  Rebellion.  Two  cases  of  wounds  which 
were  supposed  to  involve  the  gall-bladder  are  reported.3  One  case 
of  gunshot  wound  of  the  gall-bladder,4  and  one  of  gunshot  wound 
of  one  of  the  branches  of  the  hepatic  duct5  complicating  a  wound 
of  the  liver,  are  reported,  in  which  the  diagnoses  were  confirmed 
by  autopsy.  The  cases  reported  show  the  most  frequent  cause  to 
be  forces  which  act  in  a  crushing  manner,  such  as  a  blow  on  the 
abdomen  or  the  passage  of  a  wagon  wheel  over  it.  The  presence 
of  gallstones  predisposes  to  rupture  of  the  gall-ducts  from  trauma, 
and  their  presence  may  cause  ulceration  and  perforation. 

The  symptoms,  mentioned  in  the  order  in  which  they  usually 
occur,  are  pain,  shock,  ascites,  acholia,  jaundice,  and  other  symp- 
toms of  cholemia,  peritonitis,  and  inanition.  Pain  is  usually 
severe,  and  most  marked  in  the  right  hypochondrium.  The  pain 
may,  however,  be  severe  in  other  regions  of  the  abdomen  without 
there  being  any  signs  of  injury  to  account  for  it,  and  slight  or 
entirely  absent  in  the  region  of  the  ducts.  Shock  is  generally 
pronounced,  and  the  reaction  therefrom  rather  slow.  So  called 
secondary  shock  or  unduly  prolonged  shock  means  hemorrhage 
and  demands  immediate  celiotomy.  I  believe  it  is  possible  for  the 
shock  to  prove  fatal  in  these  cases  through  injury  to  the  solar 
plexus. 

In  cases  wherein  the  lesion  is  of  such  a  nature  as  to  divert 
nearly  or  quite  all  of  the  bile  from  the  intestine  into  the  cavity  of 
the  peritoneum,  ascites  develops  rapidly.  Estimating  the  daily 
quantity  of  bile  at  two  and  a  half  pounds,  as  given  by  Flint,  we 
can  appreciate  the  diagnostic  importance  of  this  symptom.  In  a 
case  of  rupture  of  the  gall-bladder  reported  in  Holmes's  System 
of  Surgery  (vol.  ii.  p.  419),  marked  distention  of  the  abdomen 
was  noted  two  days  after  the  injury.  In  my  own  case  (reported 
below)  it  was  not  noticed  by  the  attending  physician  until  about  a 
week  after  the  injury,  but  it  recurred  to  the  extent  of  ten  pints 
in  four  days  after  tapping.  The  ascites  is  usually  general,  but 
may  be  localized  by  the  formation  of  adhesions  or  by  the  filling 
of  the  lesser  cavity  of  the  peritoneum.  This  latter  would  be 
more  likely  to  occur  in  cases  of  rupture  of  the  common  duct  at 
the  margin  of  the  foramen  of  Winslow.  Filling  of  the  lesser 
cavity  of  the  peritoneum  with  bile  would  produce  an  ascites  of 
the  upper  abdomen,  which  would  soon  become  general  unless  the 
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foramen  of  Winslow  were  closed.  The  ascites  may  be  general  at 
first,  and,  after  tapping,  become  localized. 

The  degree  of  acholia  will  depend  upon  the  completeness  of  the 
diversion  of  the  bile  from  the  intestine,  and  is,  therefore,  incom- 
plete in  rupture  of  the  cystic  duct  or  of  either  of  the  hepatic  ducts 
and  in  small  perforations  of  the  common  duct.  This  is  also  true 
of  jaundice,  and,  indeed,  of  all  symptoms  which  are  due  either  to 
the  absorption  of  the  excretory  elements  of  the  bile  or  to  the 
absence  from  the  intestinal  canal  of  the  secretory  elements  of  this 
fluid. 

I  believe  that  jaundice  is  more  likely  to  occur  in  those  cases 
wherein  the  escape  of  the  bile  into  the  peritoneal  cavity  is  pre- 
ceded by  obstruction  of  the  bile-ducts,  and  in  those  cases  in  which 
the  bile  within  the  peritoneal  cavity  is  subjected  to  pressure.  I 
know  of  no  other  way  of  accounting  for  the  absence  of  jaundice 
in  my  case.  Certain  it  is,  at  any  rate,  that  jaundice  is  not  a  con- 
stant symptom  of  escape  of  bile  into  the  peritoneal  cavity. 

Rupture  occurring  in  the  presence  of  a  cholangitis  enhances  the 
danger  from  peritonitis.  If  the  ducts  are  healthy  at  the  time  of 
injury  the  principal  source  of  infection  is  the  bowel,  through  re- 
gurgitation along  the  duct.  Other  things  being  equal,  the  danger 
of  infection  from  this  source  increases  in  proportion  as  the  injury 
approximates  the  bowel.  However,  the  valve-like  character  of 
the  opening  of  the  duct  into  the  bowel  renders  infection  from  this 
source  less  likely  than  one  might  on  first  thought  suppose. 

Bile,  if  aseptic,  will  not  produce  peritonitis.  Practical  experi- 
ence has  shown  that  the  fear  surgeons  formerly  entertained  of  bile 
within  the  peritoneal  cavity  is  unfounded.  Lane,;  reports  a  case 
of  rupture  of  the  gall-bladder,  which  recovered  after  operation,  in 
which  for  five  weeks  a  considerable  quantity  of  bile  was  present 
in  the  peritoneal  cavity. 

In  case  the  bile  is  completely  diverted  and  the  patient  lives  long 
enough,  symptoms  of  inanition  will  develop.  They  were  by  far 
the  most  prominent  symptoms  in  my  case  after  the  tapping,  not- 
withstanding that  there  was  neither  vomiting  nor  diarrhea,  that 
the  appetite  was  voracious,  and  that,  so  far  as  could  be  determined 
without  chemical  or  microscopical  examination  of  the  stools,  the 
digestion  was  perfect. 

Fatty  stools  seldom  occur.  This  condition  of  the  stools,  together 
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with  other  signs  and  symptoms  of  faulty  digestion,  would,  no 
doubt,  be  more  likely  to  arise  in  cases  where  the  rupture  occurs 
close  to  the  opening  of  the  pancreatic  duct,  as  in  such  cases  there 
might  be  escape  of  the  pancreatic  juice  into  the  abdomen. 

Mental  hebetude,  peevishness,  subnormal  temperature,  and  slow 
pulse  are  usually  present.  If  peritonitis  supervene  the  pulse  will 
be  quickened  and  the  temperature  will  rise,  but  not  in  the  same 
degree  as  would  occur  in  an  equally  severe  peritonitis  from  other 
causes. 

Marked  infection  may  be  present  with  slight  or  no  elevation  of 
the  temperature  and  very  little  acceleration  of  the  pulse.  This 
influence  of  cbolemia  on  the  pulse-rate  and  temperature  in  the 
presence  of  infection  is  an  important  clinical  fact. 

Janeway7  reports  a  case  of  rupture  of  the  bile-duct  and  abscess 
of  the  diaphragm.  In  my  case  a  large  subdiaphragmatic  abscess 
on  the  left  side  was  found  at  the  autopsy.  While  I  was  not  able 
to  get  the  full  report  of  Janeway's  case,  I  presume  it  was  also  a  case 
of  subphrenic  abscess.  It  is  well  to  bear  in  mind  the  possibility 
of  the  existence  of  this  complication,  and  to  satisfy  oneself,  when 
the  abdomen  is  opened,  whether  or  not  such  a  condition  exists. 

A  satisfactory  diagnosis  cannot  be  made  without  opening  the 
abdomen.  Exploratory  celiotomy  should  be  promptly  done  in  all 
cases  of  injury  to  the  abdomen  in  which  the  symptoms  are  such 
as  to  arouse  any  suspicion  of  serious  injury  to  the  abdominal  con- 
tents. Lorence  Heister,  in  his  work  on  surgery,  published  in 
1779,  speaking  of  injuries  to  the  liver  and  its  ducts,  says  in  effect 
that  art  can  do  nothing  for  these  patients,  and  that  the  doctor 
should  advise  them  to  turn  to  the  Lord  for  relief.  While  modern 
surgery  has  rendered  the  prognosis  in  these  cases  much  less  un- 
favorable than  it  was  even  twenty  years  ago,  it  still  remains  grave, 
and  I  believe  it  possible  to  achieve  still  better  results  than  we  have 
yet  attained,  by  prompt  and  intelligent  surgical  interference.  The 
treatment  is,  of  course,  largely  surgical.  A  clear  conception  of 
the  dangers  arising  from  the  injuries  under  consideration  will  lead 
to  the  adoption  of  correct  methods  of  treatment. 

Cholemia,  acholia,  and  infection  are  the  conditions  to  be  avoided 
or  remedied.  Perfect  drainage  will  obviate  the  first  aud  last,  but 
to  obviate  the  danger  arising  from  acholia  we  must  devise  some 
means  by  which  at  least  some  bile  may  get  into  the  intestinal  canal. 
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Cystectomy  with  closure  of  the  duodenal  end  is  the  method  of 
choice  in  cases  of  rupture  of  the  cystic  duct.  If  accessible,  the 
rent  may  be  closed  by  sutures.  In  rupture  of  either  hepatic  duct 
it  may  be  possible  to  close  the  rent  by  sutures;  but  in  most,  if  not 
all,  cases  of  complete  division  of  the  duct  the  use  of  gauze  drain- 
age or  combiued  gauze  and  tubular  drainage  will  be  the  only  feasi- 
ble method  of  treatment.  To  this  it  would,  perhaps,  be  well  to 
add  ligature  of  the  duct  on  the  duodenal  side  of  the  rent.  This 
will  lead  to  a  permanent  biliary  fistula  if  the  patient  survives,  but 
the  danger  from  acholia  would  perhaps  not  be  great,  and  we  can 
scarcely  hope  for  a  re-establishment  of  the  flow  of  bile  through 
the  normal  channel  under  these  circumstances.  If  the  perforation 
be  small  it  may  close  and  the  patient  recover,  if  drainage  be 
established.  Landerer's  case  (see  Case  I.)  recovered  under  re- 
peated punctures.  Kerne's  case  (see  Case  III.)  recovered  after 
the  abdomen  was  opened,  dried,  and  then  closed  without  drainage. 
This  method  of  treatment  does  not,  however,  appeal  to  me  as 
being  rational,  notwithstanding  the  patient's  recovery. 

Injuries  of  the  common  duct,  when  they  result  in  complete 
diversion  of  the  bile  from  the  intestine,  are  inevitably  fatal, 
unless  by  some  means  the  diversion  be  overcome.  That  large 
quantities  of  bile  may  be  discharged  through  abdominal  fistula? 
for  an  indefinite  period  without  harm  to  the  individual  is,  of 
course,  a  matter  of  frequent  experience,  but  I  know  of  no  case 
which  disproves  the  statement  that  complete  diversion  of  the  bile 
from  the  intestinal  canal  is,  if  not  remedied,  fatal.  Small  open- 
ings in  the  common  duct  may  be  sutured,  or,  if  this  be  not  feasi- 
ble, they  may  be  treated  with  drainage,  in  the  hope  that  the  open- 
ing will  close  spontaneously. 

When,  from  an  examination  through  an  abdominal  incision  or 
from  an  examination  of  the  stools,  it  is  learned  that  no  bile  is 
flowing  into  the  bowel,  no  time  should  be  lost  in  re-establishing 
this  flow.  Eud-to-end  approximation  of  a  completely  divided 
common  duct  by  suture  or  other  means  is  possible,  perhaps,  in 
some  cases,  but  the  difficulty  I  had  in  my  case  in  finding  the  bowel 
end  of  the  duct  at  the  autopsy  leads  me  to  think  this  operation 
not  feasible.  I  apprehend  that  the  flow  of  bile  from  the  liver 
end  of  the  duct  would  make  the  identification  of  this  end  easy. 
If  both  ends  of  the  divided  duct  can  be  found,  the  best  method 
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to  adopt  would  be  ligature  of  the  bowel  end  and  implantation  of 
the  liver  end  into  the  duodenum.  A  method  less  ideal,  no  doubt, 
but  more  often  practical,  would  be  closure  of  both  ends  of  the 
divided  duct,  in  case  they  can  be  readily  found,  and  cholecysten- 
terostomy.  In  case  the  injury  to  the  duct  cannot  be  easily  found, 
and  the  condition  of  the  patient  is  such  as  to  demand  that  the 
operation  be  done  quickly,  it  would  be  best,  perhaps,  to  do  a 
cholecystenterostomy,  and  use  a  gauze  tampon  for  the  double  pur- 
pose of  establishing  drainage  and  encouraging  the  flow  of  bile 
through  the  newly  formed  channel,  and  thus  hasten  the  closure  of 
the  rent  in  the  duct.  If  haste  is  not  essential  the  union  of  the 
gut  and  gall-bladder  may  be  made  by  suture;  but,  in  many  cases, 
to  save  time  is  to  save  life,  and  for  this  reason  the  use  of  the 
Murphy  button  is  advised  in  all  cases  where  speed  is  essential. 
Iu  cholecystenterostomy  with  closure  of  the  common  duct  it  is 
importaut  that  the  anastomosis  be  made  as  high  in  the  bowel  as  is 
possible,  in  order  to  avoid  fatal  or  serious  acholia. 

Cases  will  present  themselves  now  and  again  in  such  deplorable 
condition  that  radical  operation  will  be  out  of  the  question. 
Under  such  circumstances  the  operation  should  comprise  the  doing, 
in  as  quick  and  simple  a  way  as  is  possible,  of  those  things  only 
which  are  immediately  necessary  to  save  life,  such  as  the  estab- 
lishment of  drainage  when  life  is  threatened  by  peritonitis,  or  the 
use  of  gauze  packing  for  hemorrhage.  The  immediate  danger 
having  been  averted  by  these  measures,  a  radical  operation  may 
be  clone  later  on  when  the  patient  is  better  able  to  stand  it. 

Theoretically  one  would  seem  warranted  in  expecting  much 
relief  from  the  symptoms  due  to  the  absence  of  bile  from  the  in- 
testines from  the  administration  of  inspissated  ox-gall  and  salol, 
or  other  intestinal  antiseptic,  together  with  the  use  of  predigested 
(emulsified)  fats;  but  in  my  own  case  the  use  of  salol  and  ox-gall 
seemed  without  effect.  No  emulsified  fats  were  given,  as  no  fat 
was  seen  in  the  stools. 

As  stated  in  the  earlier  part  of  the  paper,  hemorrhage  of  an 
alarming  character  has  not  occurred  so  frequently  in  cases  of 
injury  to  the  gall-ducts  as  the  anatomy  of  these  parts  would  lead 
one  to  expect.  When  it  does  occur  it  must  be  controlled  by  the 
usual  means,  unless  it  be  from  a  wound  of  the  portal  vein.  In 
small  wounds  of  this  vessel  lateral  ligature  may  be  used,  but  in 
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larger  ones  reliance  must  be  placed  in  sutures.  Lepine8  says  that 
wounds  of  this  vessel,  except  in  small  punctures,  are  necessarily 
fatal.  I  venture  to  assert  that  future  experience  will  prove  this 
to  be  untrue.  That  such  wounds  will  always  be  attended  by  a 
very  great  mortality  is  unquestionably  true,  but  I  know  of  no 
reason  why  we  may  not  be  able  occasionally  to  control  the  hemor- 
rhage by  suture. 

Because  of  their  bearing  upon  points  raised  in  this  paper,  I 
herewith  submit  reports  of  three  cases  beside  the  one  which  oc- 
curred in  my  own  practice  : 

Case  I. — Referred  to  in  Tillman's  Surgery,  page  14.  Injury 
to  the  gall-duct.  Five  punctures  made  in  twenty-nine  days, 
drawing  off  27  litres  of  "  bile,  serum,  and  mucus."  Healed  spon- 
taneously. 

Case  II. — From  Bryant's  Practice  of  Surgery,  page  305.  A 
man,  aged  twenty-nine  years,  was  knocked  down  and  the  wheel  of 
a  spring  dray  passed  over  his  stomach.  He  felt  pain  in  the  right 
hypochondriac  region  directly,  and  "  had  hard  work  to  get  his 
breath."  Abdominal  pain  increased  and  jaundice  appeared,  and 
for  one  month  he  kept  his  bed.  On  the  thirtieth  day  after  the 
accident,  as  he  did  not  improve,  he  was  admitted  into  the  London 
Hospital  under  Dr.  Herbert  Davies  and  Dr.  Sutton.  When  in 
the  hospital  he  had  abdominal  pain,  tenderness,  and  distention. 
There  were  distinct  ascitic  fluctuation  over  the  abdomen  and  deep 
jaundice.  He  sank  eight  days  after  his  admission,  thirty-eight 
days  after  the  accident.  The  autopsy  revealed  the  fact  that  the 
hepatic  duct  was  torn  across  a  quarter  of  an  inch  above  the  spot 
where  the  cystic  joins  the  common  duct;  no  other  part  of  the 
liver  was  injured.  The  abdominal  cavity  contained  quarts  of 
olive-green,  bile-stained,  fluid,  and  the  peritoneum  was  covered 
with  yellow  matter  of  the  color  and  consistence  of  yellow  paint, 
which  was  found  to  be  inspissated  bile. 

Case  III. — A  case  of  lesion  of  the  gall-ducts.  By  Kernes.9 
A  technologist,  twenty-five  years  old,  injured  on  November  2,  the 
pole  of  a  carriage  striking  him  on  the  right  side  and  pushing  his 
left  side  against  a  wall.  Though  feeling  violent  pains  on  the 
right  side,  he  felt  able  to  go  home,  but  had  to  lie  down  at 
once.  He  had  pains  in  the  right  side  and  shoulder,  nausea,  and 
constipation.    There  was  considerable  swelling,  which  diminished 
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somewhat,  as  did  the  pain,  uuder  water  compresses.  Diarrhea 
succeeded  the  constipation.  Discoloration  of  the  stools  was  not 
observed;  no  blood;  no  blood  in  urine.  The  condition  of  the 
patient  gradually  grew  worse  without  any  perceptible  cause; 
swelliug  iucreased;  breathing  difficult;  jaundice.  Temperature, 
37.6°  to  38°.  Pulse  frequent,  with  tolerably  good  tension.  Ap- 
petite poor;  tongue  coated,  urine  brown,  free  from  albumin  and 
sugar,  containing  biliary  coloring-matter.  Abdomen  uniformly 
distended.  Percussion  tympanitic;  dull  in  dependent  parts.  Fluc- 
tuation present.  Respiration  frequent  and  superficial.  Liver  and 
heart  displaced  upward. 

In  consequence  of  the  increasing  dyspnea  and  change  for  the 
worse  in  the  pulse  and  general  condition,  puncture  was  resorted  to 
and  2  litres  of  a  brown  fluid  were  evacuated,  containing  albumin  and 
large  quantities  of  biliary  coloring-matter.  In  one  day  he  was  just 
as  much  distended  as  before.  Laparatomy  was,  therefore,  resorted  to. 

There  were  removed  from  the  abdominal  cavity  about  3  litres  of 
brownish  fluid  and  an  enormous  quantity  of  large  blood-clots. 
In  the  region  close  below  the  liver  pure  brown  gall  bubbled  forth 
at  slight  pressure.  Intestinal  peritoneum  was  injected,  velvet- 
like, with  delicate  and  fibrous  accumulations  here  and  there. 
Many  agglutinations  of  intestinal  loops  with  one  another  and  with 
the  border  of  the  liver  corresponding  to  the  gall-bladder ;  the 
lower  surface  of  the  liver  could  not,  therefore,  be  accurately  pal- 
pated. The  right  lobe  of  the  liver  reached  far  down;  a  furrow 
was  felt  at  the  lower  surface.  The  peritoneal  cavity  was  wiped 
with  sterile  gauze  compresses  and  the  abdominal  wound  closed  with 
silk  sutures. 

After  the  operation  the  belly  was  swollen,  with  marked  meteor- 
ism,  vomiting  and  constipation.  General  condition  very  weak. 
Pulse  small  and  frequent,  often  necessitating  injections  of  camphor- 
ether.  An  improvement  took  place  only  on  the  third  to  fourth 
day.  First  stool  on  the  fifth  day.  Abdomen  soft;  no  new  dis- 
charge of  fluid.  Patient  passed  in  the  further  progress  of  the 
sickness  through  a  double-sided  pulmonary  hypostasis  and  a  right- 
sided  pleuritis,  accompanied  with  high,  irregular  rise  in  tempera- 
ture and  requiring  repeated  aspirations.  Complete  cure  after  four 
weeks.  Abdomen  soft ;  no  dulness  anywhere  ;  the  liver  margins 
in  normal  position. 
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We  find  here  all  the  symptoms  of  a  lesion  of  the  gall-ducts. 
This  diagnosis  indicated  the  necessity  of  puncture  and  subsequent 
evacuation  by  incision.  The  above  proceeding  was  successful. 
Although  the  locality  of  the  lesion  could  not  be  found  with  cer- 
tainty, the  secretion  of  gall  into  the  abdominal  cavity  rapidly 
ceased.  The  patient  was  cured  by  the  operation,  though  conval- 
escence was  very  slow. 

Case  IV. — I  was  called  by  Dr.  Leslie,  of  Convoy,  Ohio,  to 
see  D.  P.,  aged  eleven  years,  male.  The  injury  was  produced 
thirty  days  prior  to  my  visit  by  the  passage  across  the  abdomen 
of  a  wagon  loaded  with  wheat.  There  was  great  shock,  from 
which  reaction  occurred,  with  the  use  of  stimulants,  in  eight 
hours.  Pain  was  complained  of  in  the  left  hypochondrium. 
There  was  vomiting,  and  loose  stools  without  biliary  coloring- 
matter.  Ascites  was  first  noticed  ten  days  after  the  injury.  The 
patient  was  tapped  by  Drs.  Leslie  and  Wright  twenty-six  days 
after  the  injury,  one  and  a  half  inches  below  the  umbilicus,  and 
nine  pints  of  "bile"  drawn  off.  Four  days  after  the  tapping  I 
saw  him.  He  was  much  emaciated,  not  jaundiced,  pulse  110  and 
feeble;  temperature  normal ;  very  peevish;  complaining  of  pain 
in  the  left  hypochondrium;  upper  half  of  belly  distended  with 
fluid.  I  opened  the  abdomen  in  the  mid-line  above  the  umbilicus 
and  let  out  ten  pints  of  dark-colored  bile,  which  was  confined  in 
an  artificial  cavity  formed  by  adhesions  in  front  of  the  stomach. 
After  the  cavity  was  emptied  the  bile  would  well  up  from  the 
region  of  the  gall-bladder  to  the  right  of  the  incision.  Owing  to 
the  weak  condition  of  the  patient  I  contented  myself  with  the  in- 
troduction of  two  soft-rubber  drains,  one  reaching  to  the  right  at 
the  point  from  which  the  bile  came,  and  the  other  well  to  the  left. 
The  wound  was  closed  up  to  the  tubes  with  silkworm-gut.  The 
patient  was  greatly  relieved  of  pain  by  the  operation,  but  continued 
to  fail,  notwithstanding  a  voracious  appetite.  Accordingly  he  was 
brought  to  Hope  Hospital,  eleven  days  after  the  operation,  and 
placed  under  my  care.  The  wound  was  fouud  to  be  healed  save 
where  the  drains  came  througn,  and  the  stitches  were  removed 
together  with  the  tube  draining  the  left  side  of  the  cavity.  Upon 
the  removal  of  the  tube  there  was  some  discharge  of  watery  bile, 
and  the  tube  was  found  to  be  plugged  by  what  seemed  to  be  thick 
pus.    The  temperature  at  this  time  was  subnormal  ;  pulse  100 


INJURIES  OF  THE  GALL-DUCTS. 


329 


per  minute,  of  fair  volume  ;  emaciation  extreme ;  stools  acholic, 
but  contaiued  no  undigested  food.  We  now  commenced  the  ad- 
ministration of  inspissated  ox-gall  and  salol,  in  the  hope  that  he 
might  gain  strength  enough  to  warrant  an  operation  of  a  more 
radical  nature;  but  the  case  continued  without  improvement,  and 
death  occurred  rather  unexpectedly  on  September  11,  1897,  forty- 
eight  days  after  the  receipt  of  the  injury. 

Post-mortem  examination  revealed  a  complete  division  of  the 
common  duct  about  its  middle  and  a  large  sub-diaphragmatic 
abscess  of  the  left  side.  No  trace  of  injury  to  any  structures 
save  the  duct  could  be  found.  In  my  opinion  the  boy  died  from 
the  combined  effects  of  inanition  and  sepsis. 

In  conclusion,  I  want  to  emphasize  the  following  points  : 

1.  Fatal  inanition  may  be  caused  by  an  injury  which  results  in 
a  complete  diversion  of  the  bile  from  the  intestines. 

2.  Jaundice  may  be  absent,  though  a  large  quauity  of  bile  is 
thrown  into  the  peritoneal  cavity. 

3.  Cholemia  and  inanition  combined  may  keep  the  pulse-rate 
and  temperature  normal,  or  even  below,  in  the  presence  of  marked 
sepsis.  Acting  singly  these  conditions  have  the  same  effect,  but 
in  lesser  degree. 

4.  Jaundice  is  not  always  present  in  cholemia. 

1  concede  that  the  truth  of  this  last  proposition  may  be  open  to 
question,  but  the  burden  of  proof  rests  with  those  who  deuy  it. 
The  other  conclusions  are,  in  my  opinion,  supported  by  evidence 
that  is  incontrovertible. 
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THE  EXANTHEMATA  AS  A  FACTOR  IN  PRO- 
DUCING PELVIC  DISORDERS. 


By  JOEL  W.  HYDE,  M.D., 

BROOKLYN. 


Different  writers,  iu  discussing  the  etiology  of  metritis  and 
collateral  pelvic  disorders,  have  included  the  exanthemata  among 
the  specific  causes  of  these  diseases;  distinguished  pathologists 
also  have  called  attention  to  the  fact  that  the  exanthemata  are  likely 
to,  and  do,  infect  the  glands  and  mucosa  of  the  organs  of  genera- 
tion, as  other  portions  of  the  human  body;  but  a  careful  digest  of 
the  literature  of  gynecology  discloses  little  reference  to  this 
potent  factor  of  pelvic  trouble. 

In  these  later  years  the  terms  "preventive  medicine"  and 
"  conservative  surgery  "  have  become  popular  phrases  with  the 
profession,  and  in  many  departments  of  work  they  are  something 
more  than  mere  words  to  juggle  with;  they  have  become  actual 
facts.  When  we  have  learned  how  to  control  the  systemic  poison- 
ing of  scarlet  fever  and  other  .dangerous  exanthemata,  especially 
in  their  relations  to  the  female  pelvic  organs,  then  shall  we  have 
accomplished  something  more  in  preventive  medicine  and,  perhaps, 
paved  the  way  for  a  more  conservative  surgery. 

The  vast  number  of  cases  of  menstrual  disorder  and  of  pelvic 
disease  with  which  the  gynecologist  comes  in  contact  in  the  young 
and  unmarried,  even  in  those  of  healthy  parentage,  invite  a  care- 
ful study  into  every  possible  predisposing  cause  which  may  con- 
tribute to  these  forms  of  misery.  Interest  iu  such  cases,  and  the 
many  years  of  opportunity  afforded  in  their  study  and  treatment, 
is  the  reason  offered  by  the  author  for  submitting  this  paper. 

Pathology  has  been,  no  less  a  friend  to  this  than  to  all  other  de- 
partments of  study.  There  is  one  general  pathological  law  to  be 
remembered  iu  connection  with  these  cases,  viz.,  that  there  is  just 
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as  much  reason  to  suppose  that  the  vagina,  uterus,  and  aduexa 
should  be  infected  with  the  virus  of  these  exanthemata  as  that 
other  organs  of  similar  structure  should  be  affected.  "Why  not  a 
vaginitis  and  septic  endometritis  as  well  as  a  purulent  otitis  and 
rhinitis  ?  Why  not  ovaritis  and  salpingitis  as  well  as  nephritis 
and  adenitis?  The  histological  elements  are  the  same — mucous 
membranes  on  a  basement  membrane  and  glandular  structures 
rich  in  capillaries  ;  the  situation  only  is  changed,  but  pathological 
lesions  are  not  affected  by  change  in  the  locality  of  the  elements. 
There  is  no  sound  argument  why  the  poison  should  have  a  selec- 
tive affinity  for  some  organs  and  yet  pass  by  others  of  the  same 
histological  structure — the  generative  organs. 

Keating  says  :  "  The  morbid  anatomy  in  cases  of  the  exanthe- 
mata consists  mainly  in  the  changes  which  take  place  in  the  integ- 
ument, subcutaneous  connective  tissue,  and  the  mucous  mem- 
branes. The  changes  which  are  found  in  the  viscera  are  due 
largely  to  the  complications  aud  sequelae,  and  these  are  very  likely 
to  be  set  up  or  established  by  heredity."  Flint  says  :  "  There  are 
none  of  the  eruptive  fevers  that  may  not  attack  the  mucous  mem- 
branes of  the  body,  and  at  times  their  virulence  seems  to  extend 
itself  largely  in  that  direction,  and  while  all  persons  are  liable, 
those  of  strumous  habit  are  more  especially  so."  Keating  (vol. 
iii.  p.  732)  says :  "  Numerous  cases  of  ovarian  tumors  have 
been  recorded  .  .  .  and  inflammation  of  the  tubes  during 
exanthemata."  Rosch,  Rilliet,  Cormack,  Leo,  and  others  refer 
to  abortions  as  the  result  of  scarlet  fever,  smallpox,  measles ; 
they  account  for  this  by  the  shock  and  also  by  the  hyperemia  of 
the  mucous  membrane.  Ziemsseu  ascribes  it  to  the  poison  of  the 
infection,  which  is  conveyed  directly  through  the  blood.  Weisse 
refers  to  an  exanthemic  hemorrhage  from  the  uterus  during 
measles.  Obermaier,  speaking  of  uterine  hemorrhage  in  cases  of 
smallpox,  says  :  "Its  punctual  appearance  is  so  often  observed 
in  connection  with  the  initial  stage  that  it  is  difficult  to  regard 
this  as  something  purely  accidental." 

These  are  acknowledgments  by  eminent  authorities  that  the  ex- 
anthemata are  liable  to  attack  the  mucous  surfaces  of  the  erenito- 
urinary  organs,  but  they  lean  to  the  side  of  its  greater  danger  in 
cases  of  strumous  or  hereditary  conditions.  This  question  of 
heredity  is  always  one  of  chief  importance,  for  it  is  by  known 
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tendencies  to  disease  in  both  the  family  and  the  patient  that  we 
interpret  existing  symptoms. 

It  is  the  children  of  a  line  of  healthy  ancestors  who  avoid 
dangerous  complications,  as  a  rule.  It  is  the  children  of  stru- 
mous, gouty,  or  tubercular  parents  who  are  most  likely  to  be  at- 
tacked with  sequelae.  The  frequency  with  which  this  is  demon- 
strated makes  the  idea  of  special  liability  irresistible.  Nevertheless 
it  does  not  controvert  the  theory  and  the  fact,  that  some  healthy 
people  may  be  affected,  and  cases  may  be  adduced  to  demonstrate 
that  the  law  of  selection  is  not  an  exclusive  one.  The  ease  and 
safety  with  which  many  convalesce  from  eruptive  fevers  have 
lulled  the  laity,  and  too  often  the  physician,  into  the  belief  that 
danger  is  a  remote  contingency,  and  intelligent  care  is  withheld 
until  some  unusual  demonstration  arouses  those  entrusted  with  the 
care  of  the  sick. 

We  can  hardly  be  expected  to  obviate  every  complication  fol- 
lowing a  scarlet  fever,  but  the  purulent  discharges  of  the  nasal 
and  aural  passages  are  successfully  handled  today  with  the  anti- 
septic and  more  scientific  treatment,  and  the  same  rational  care  has 
without  doubt  lessened  the  number  of  cases  of  uterine  and  renal 
trouble. 

An  elaborate  classification  of  endometritis,  based  exclusively 
upon  the  results  of  bacteriological  research,  is  offered  by  Wincke), 
under  which  he  speaks  of  (Group  B)  "  endometritis  from  intoxi- 
cation or  infection.  In  this  group  are  included  those  following 
extensive  burns,  those  caused  by  phosphorous-poisoning,  and 
those  following  infectious  diseases,  as  cholera,  smallpox,  or  scarlet 
fever." 

Endometritis  is  one  of  the  most  common  ailments  of  young 
unmarried  women.  This  is  frequently  accompanied  writh  some 
flexion.  Very  many  of  these  cases  are  due  undoubtedly  to  the 
environment  of  the  patients,  their  mode  of  dress,  habits  of  life, 
neglect,  etc.;  but  some  of  them  have  a  deeper  origin,  and  such 
cases  are  not  amenable  to  ordinary  treatment.  The  mischief 
probably  antedates  the  menstrual  period,  and  had  created  patho- 
logical conditions  of  the  uterus  and  aduexa  before  their  legitimate 
function  had  been  called  into  activity  ;  and  to  this  condition  we 
are  often  indebted  to  the  exanthems.  One  class  of  these  cases 
usually  yields  to  the  ordinary  prescribed  care  and  treatment;  the 
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other,  never.  The  one  is  a  functional  derangement,  the  other  an 
organic  disease.  In  one  the  discomforts  are  likely  to  be  periodical ; 
in  the  other  the  misery  is  perennial. 

The  presence  of  these  pathological  conditions  is  certain  also  to 
invite  increasing  and  graver  manifestations  during  the  months 
and  years  of  earlier  menstrual  life,  and  may  embody  almost  every 
phase  of  pelvic  ailment  found,  from  a  dysmenorrhea  to  an  ovarian 
cyst,  pus  tubes,  or  even  an  ectopic  gestation.  The  reason  so  few 
of  these  local  complications  are  discovered  at  the  time  of  infection 
is  because  they  have  been  least  taught  in  connection  with  eruptive 
fevers.  Mothers  seldom  notice  them  ;  if  they  do,  they  consider 
the  matter  irrelevant  and  fail  to  call  attention  of  the  physician  to 
it.  Moreover,  the  function  of  the  gynecologist  is  considered  to 
be  to  learn  just  what  special  pathological  conditions  exist  and  to 
overcome  them,  rather  than  to  make  critical  investigation  as  to 
the  pediatrics  of  the  case. 

Smallpox  and  measles  undoubtedly  make  a  very  noticeable  im- 
pression on  the  generative  organs  of  the  female  at  times,  and  this 
is  believed  to  be  in  increased  ratio  to  the  age  of  the  patient.  The 
permanency  of  such  trouble  is,  nevertheless,  not  enduring,  and, 
however  dangerous  at  the  moment,  it  fades  with  convalescence, 
rarely  developing  later  into  conditions  requiring  operative  proce- 
dure, although  this  may  occur. 

Scarlet  fever,  on  the  contrary,  attracts  less  attention  to  the  gene- 
rative organs  in  its  early  stages,  as  a  rule ;  but  its  subtle  poison 
may  engender  dangerous  and  permanently  diseased  conditions,  as  it 
too  often  does  in  renal,  nasal,  and  aural  complications.  More- 
over, it  is  perfectly  safe  to  say  that  scarlet  fever  is  more  frequently 
a  factor  in  the  production  of  pelvic  disorders  than  all  other  of  the 
exanthemata  combined. 

It  is  certainly  an  interesting  question  whether  these  chronic 
catarrhal  inflammations  of  the  endometrium  and  Fallopian  tubes 
in  the  young,  at  first  and  for  a  varying  period  of  time  assuming 
a  sort  of  passive  condition,  are  not  responsible  later  for  uterine 
flexions  caused  by  a  thickening  of  the  anterior  or  posterior  walls, 
or  to  tubal  displacement  and  adhesions,  or  to  defective  or  partially 
obliterated  tubes  which  may  entrap  the  ovum. 

In  the  process  of  obtaining  histories  of  gynecological  patients,  I 
have  for  many  years  had  my  attention  attracted  to  the  fact  that 
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some  of  my  cases  were  intimately  associated  with  a  history  of 
scarlet  fever.  One  case  in  particular,  and  which  is  reported  herein, 
was  so  obviously  a  sequence  of  scarlet  fever  as  to  impress  me 
strongly  with  the  belief  that  this  disease  might  be  more  often  an 
etiological  factor  in  pelvic  disease  than  was  usually  understood, 
aud  this  led  me  to  the  more  careful  study  in  obtaining  histories  to 
see,  if  possible,  cause  and  effect  could  be  established. 

There  is,  of  course,  a  large  proportion  of  cases  of  pelvic  trouble 
in  which  no  relation  can  be  established  with  any  exauthemic  cause, 
but  that  are  due  to  extraneous  causes,  such  as  injuries,  colds  at 
menstrual  period,  post-partum  neglect,  etc.  This  paper  refers  only 
to  cases  where  pelvic  disease  developed  prior  to  marriage  and  had 
exanthemic  origin.  The  histories  of  a  few  cases  having  special 
interest  in  this  direction  are  appended. 

Case  I. — Miss  D.,  aged  nineteen  years,  single,  always  delicate; 
remote  tubercular  disease  in  the  family  history ;  had  scarlet  fever 
at  nine  years  of  age.  Her  mother  states  that  she  had  at  that  time 
a  moderate  flow  from  the  vagina,  accompanied  with  abdominal  dis- 
tress lasting  two  or  three  days,  and  which  she  thought  to  be  the 
beginning  of  menstruation ;  that  this  was  followed  with  some 
leucorrhea  for  quite  a  while,  and  later  still,  after  full  recovery  from 
the  scarlet  fever,  at  different  times  she  noticed  a  yellow  discharge 
which  soiled  her  clothing.  She  suffered  much  with  headaches  and 
loss  of  appetite  intermittingly  for  years.  Menstruated  first  at  fifteen 
years  of  age ;  always  irregular  aud  accompanied  with  dysmenor- 
rhea and  nausea.  Saw  her  first  in  September,  1884.  Diagnosis  : 
Septic  endometritis  and  prolapsed  left  ovary  with  probable  tubal 
disease.  She  had  suffered  so  long  that  she  accepted  cheerfully  the 
proposed  operation  as  affording  the  only  hope  of  relief. 

Oophorectomy  performed  October  12, 1884.  Both  ovaries  were 
found  to  be  cystic;  the  left  was  prolapsed  aud  adherent;  pyo- 
salpinx  of  left  tube.  Recovery  was  prompt.  The  endometritis 
was  treated  later  with  hot  intrauterine  irrigations  and  applications 
of  compound  iodine  paste  with  satisfactory  results. 

In  1885  I  read  a  paper  before  the  Brooklyn  Pathological  Society 
on  the  subject  of  "  Tait's  Operation."  I  quote  partially  from  one 
of  the  cases  reported  there,  to  show  that  at  that  time  I  strongly 
believed  in  the  possibility  of  pelvic  trouble  arising  from  scarlatinal 
infection. 
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Case  II.  "  Pyosalpinx. — E.  H.,  twenty-three  years  of  age, 
single,  very  delicate,  and  of  nervous  temperament.  Had  suffered 
almost  from  her  first  menstrual  period,  which  began  at  an  unusu- 
ally early  age.  Two  or  three  years  prior  to  this  she  had  a  severe 
attack  of  scarlet  fever,  followed  by  scarlatinal  nephritis  and  dropsy. 
At  this  time  some  of  the  pelvic  pains  seemed  to  have  originated, 
which  later  on,  as  menstruation  developed,  became  the  more  acute 
and  fixed  pains  of  her  present  disease. 

£<  I  may  say  here,  parenthetically,  that,  if  scarlet  fever  can 
invade  one  portion  of  the  genito-urinary  apparatus,  I  think  it  fair 
to  assume  that  other  portions  may  also  be  affected,  and  I  see  no 
reason  why  the  ovaries  and  Fallopian  tubes  should  be  exempt. 

"  In  this  case  menstruation  was  irregular — generally  at  intervals 
of  about  three  weeks — and  rarely  lasted  less  than  ten  days.  Exami- 
nation indicated  ovarian  and  tubal  disease. 

"  Operation  March  3,  1885.  This  was  accomplished  rapidly. 
Some  evidences  of  chronic  pelvic  peritonitis,  deep-seated,  but  not 
sufficient  to  delay  materially  the  operation.  Both  ovaries  enlarged, 
intensely  engorged,  and  full  of  small  cysts.  These  were  removed, 
together  with  the  tubes,  as  close  to  the  uterus  as  it  was  possible. 
Recovery  from  the  effect  of  the  operation  was  exceedingly  prompt. 
The  wound  healed  by  the  first  intention,  the  temperature  or  pulse 
never  rising  above  100." 

Case  III. — Mrs.  G.,  aged  thirty-five  years,  married,  sterile, 
was  always  healthy  and  robust  till  seventeen  years  of  age,  when 
she  had  an  attack  of  intermittent  fever  (?)  of  great  severity,  the 
effects  of  which  lasted  two  or  three  years.  Following  this  she 
began  to  suffer  with  dysmenorrhea,  which  every  year  increased  in 
intensity,  and  which  later  ou  was  complicated  with  evident  attacks 
of  localized  peritonitis,  both  pelvic  and  abdominal.  There  was 
some  constriction  of  the  vagina,  and  small  bauds  of  adhesion  ran 
between  the  cervix  and  upper  vaginal  walls  on  either  side.  Coitus 
was  intolerable  ;  and  the  most  careful  digital  examination  produced 
nausea  and  fainting,  compelling  her  to  keep  her  bed  for  that  day. 
As  far  as  it  was  possible  to  learn  from  an  examination,  there  was 
great  tenderness  of  the  left  ovary  ;  the  right  ovary  was  unde- 
tected, but  a  large  and  fluctuating  mass  filled  up  that  region  of 
the  pelvis,  which  was  supposed  to  be  a  cyst  of  the  ovary.  There 
was  much  less  mobility  of  the  uterus  than  usual.    Tait's  operation 
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advised  and  performed  at  the  Long  Island  College  Hospital,  Jan- 
uary 22,  1884.  The  result  was  unfortunate  ;  the  patient  died  in 
thirty  hours.  There  was  total  suppression  of  urine  after  the 
operation.  The  autopsy  demonstrated  fatty  degeneration  of  the 
kidneys.    The  wound  and  abdomen  were  satisfactory. 

Intimate  acquaintance  with  relatives  and  friends  of  Mrs.  G. 
made  it  possible  for  me  to  obtain  later  a  more  accurate  history  of 
her  early  life.  She  had  scarlet  fever  at  thirteen  years  of  age, 
followed  by  scarlatinal  nephritis ;  from  this  she  was  supposed  to 
have  fully  recovered.  She  menstruated  first  at  fifteen  years  of 
age,  with  about  the  same  discomforts  usual  with  young  girls,  per- 
haps rather  more  of  headache. 

The  evidences  of  chronic  nephritis  and  localized  peritonitis  from 
pus  tubes,  which  were  disclosed  by  the  autopsy,  indicate  almost 
certainly  that  scarlatinal  poison  invaded  not  only  the  kidneys  but 
the  entire  pelvic  viscera.  The  intermittent  fever,  so  called  by  her, 
could  hardly  have  been  such.  There  was  no  regular  periodicity 
in  the  attacks ;  quinine  had  no  controlling  effect.  The  attacks 
spread  over  a  much  too  prolonged  period — three  years.  No  malaria 
existed  in  her  immediate  locality.  No  other  member  of  the  family 
was  afflicted  with  it. 

Case  IV. — Mrs.  L.  C,  aged  eighteen  years;  both  parents 
robust  and  healthy.  Had  scarlet  fever  at  seven  years  of  age,  fol- 
lowed by  otitis  chronica  ;  also  had  some  vaginal  discharge,  which 
attracted  the  attention  of  her  mother.  Never  seemed  to  be  well 
and  strong  as  the  other  children  in  the  family  after  her  attack. 
Menstruated  at  twelve  years;  always  regularly,  but  with  so  much 
pain  as  to  compel  her  to  remain  in  bed  for  two  or  three  days. 
In  the  last  two  years  has  had  three  attacks  of  localized  peritonitis. 
Recently  married ;  coitus  intolerable.  Examination  revealed 
chronic  pelvic  inflammation  with  fixed  uterus;  pus  collection  on 
right  side.    Oophorectomy  ;  cure. 

CASE  V.  Menstruation  permanently  arrested  by  measles. — Mrs. 
B.,  aged  twenty-nine  years  ;  personal  and  family  history  good. 
Had  measles  severely  ;  constitutional  effects  more  than  usually 
prolonged  ;  metrorrhagia  lasting  one  month  ;  never  menstruated 
afterward.  Had  prolonged  uterine  catarrh,  which  later  yielded 
to  local  treatment.  She  had  the  reflex  conditions  usual  at  the 
menopause  rather  intensified.     While  disease  of  the  tube  may 
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have  existed  in  this  case,  it  could  not  be  satisfactorily  demon- 
strated. 

Case  VI. — Hattie  G.,  aged  six  years;  healthy  parents.  Had 
scarlet  fever  at  three  years  of  age ;  still  suffers  from  nasal  catarrh 
and  partial  deafness  from  otitis.  Mother  stated  that  her  child  had 
for  a  long  time  more  moisture  about  the  vulva  than  usual  in  little 
girls  ;  had  consulted  no  phvsician  about  it,  but  used  frequent  bath- 
ing. Later,  as  the  child  grew  to  care  for  itself,  its  condition  was 
overlooked  by  the  mother,  and  she  only  learned  by  accident  of 
the  child's  difficulty  in  urinating.  A  chronic  vaginitis  and  vul- 
vitis had  existed,  the  labia  minora  becoming  united  by  the  inflam- 
matory process  so  completely  that,  as  the  child  sat  down  to  urinate, 
the  stream  of  urine  was  forced  upward  at  an  angle  of  45  degrees. 
Operation :  Division  of  the  labia  and  temporary  local  treatment. 
Apparent  cure,  but  I  shall  endeavor  to  keep  this  case  under  sur- 
veillance, to  see  if  any  further  trouble  eventuates  from  this  source. 

Case  VII. — Mrs.  R.,  aged  eighteen  years  ;  healthy  parents. 
Had  scarlet  fever  at  about  ten  years  of  age ;  had  bloody  discharge 
from  vagina,  lasting  two  days  at  that  time,  followed  later  by  some  leu- 
corrheal  discharge.  Since  menstruation  was  established  the  ostium 
vagiuoe  has  always  been  sensitive.  Was  recently  married.  Her 
vaginismus  made  sexual  connection  impossible.  Operation,  under 
an  anesthetic  :  Dilatation  of  uterine  canal ;  curettage  and  applica- 
tion of  compound  iodine  paste  to  the  endometrium.  Recommended 
small  cocaine  tampons  inserted  within  vulva  before  retiring.  She, 
fortunately,  became  pregnant  soon  after,  aud  in  time  her  vaginis- 
mus disappeared. 

I  have  been  able  to  obtain  reports  of  four  cases  of  vaginismus 
which  have  occurred  in  the  practice  of  other  medical  gentlemen  ; 
in  three  of  these  there  was  a  positive  history  of  scarlet  fever  in 
childhood,  the  other  was  uncertain.  These  four  or  five  cases  form 
a  very  indefinite  basis  for  determining  the  etiology  of  vaginismus  ; 
but  taken  in  connection  with  the  statements  of  eminent  patholo- 
gists before  quoted  regarding  the  effects  of  scarlet  fever  on  the 
mucous  membranes  of  the  genital  tract,  it  does  not  seem  to  be  an 
unreasonable  deduction  that  the  local  pathological  results  of  scarlet 
fever  may  irritate  the  sacral  plexus  and  the  pudic  nerves  to  the 
extent  of  producing  a  neurosis  involving  the  entire  genital  tract, 
although  exhibiting  its  greatest  intensity  at  the  ostium  vaginae. 
Obst  Soc  22 
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Case  VIII. — Miss  L.,  aged  twenty  years;  healthy  parentage. 
Had  scarlet  fever  at  seven  years  of  age.  Her  mother  noticed  later 
that  she  had  a  more  or  less  constant  vaginal  discharge ;  at  times 
this  was  accompanied  with  a  bad  odor.  For  four  or  five  years 
the  patient  had  suffered  from  occasional  headache,  pain  in  the 
back  and  legs.  This  was  diagnosticated  to  indicate  an  approaching 
menstruation.  Tonics  aud  emmenagogues  were  used  without  effect. 
She  became  pale  and  anemic.  Her  abdomen  enlarged,  and  this 
was  pronounced  by  her  physician  to  be  a  tumor.  I  saw  the  case 
October,  1891.  Diagnosis:  Retained  menstruation  from  imper- 
forate hymen.    Operation  for  drawing  off  the  fluid  was  successful. 

This  patient  was  subject  for  years  after  her  attack  of  scarlet 
fever  to  some  vaginal  discharge,  which  was  undoubtedly  produced 
by  scarlatinal  vaginitis.  This  probably  produced  thickened  walls 
and  sealed  up  the  edges  of  the  hymen,  causing  the  retention.  Sub- 
sequently the  hymen  was  exsected,  and  with  some  local  aud  general 
treatment  entirely  satisfactory  results  were  obtained. 

Case  IX. — Miss  R. ,  aged  twenty-four  years;  single;  both 
parents  robust.  This  young  lady  lives  in  a  Western  State  and  is 
a  graduate  of  a  prominent  university.  She  has  never  menstruated. 
She  is  one  of  a  large  family  of  children,  all  of  whom  are  healthy, 
and  she  is  herself  the  picture  of  good  health  ;  but  she  suffers  more 
or  less  from  cephalalgia,  always  intensified  once  a  month  and  last- 
ing about  three  days — a  monthly  neurosis  probably  corresponding 
to  what  would  be  a  menstruation.  She  had  measles  at  ten  years  of 
age.  Her  mother,  who  is  an  unusually  intelligent  lady,  tells  me 
she  had  for  a  long  period  after  that  some  muco-purulent  discharge 
from  the  vagina  and  complaiued  of  backache.  These  troubles 
seemed  to  wear  away  with  time,  but  the  headaches  gradually  took 
their  place,  and  nothing  has  as  yet  succeeded  either  in  producing 
a  menstrual  flow  or  relieving  the  headaches.  The  uterus  is  about 
normal;  if  anything  it  is  slightly  deficient  in  size,  being  two  aud 
a  quarter  inches  in  depth.  No  indication  of  disease  or  deformity 
elsewhere  in  the  pelvis.  She  has  consulted  three  prominent  special- 
ists, but  as  her  general  health  is  so  good,  they  have  counselled 
non-interference. 

These  are  by  no  means  all  the  cases  that  have  come  under  my 
care  where  the  exanthemata  have  seemed  to  influence  the  condi- 
tions found,  but  they  are  enough,  perhaps,  to  demonstrate  this 
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thesis.  It  may  not  he  possihle  to  prove  that  the  multitude  of 
local  ailments  in  young  unmarried  ladies  bear  any  definite  relation 
to  the  eruptive  diseases  of  childhood  from  which  they  may  have 
suffered  ;  nevertheless  it  cannot  be  doubted  that  many  eases  can  be 
positively  assigned  to  these  causes,  and  who  is  able  to  say  how 
large  a  proportion  ? 


VAGINAL  SECTION. 


By  W.  L.  LANGFITT,  M.D., 

ALLEGHENY. 


In  our  earthly  endeavors  the  ideal  should  be  what  we  strive 
for.  To  accomplish  our  purpose  in  the  easiest  and  best  manner 
to  all  concerned  should  be  our  plan.  Surgery  aims  to  save  life 
and  body.  Should  we  in  our  practice  of  surgery  find  a  measure 
which  would  add  to  its  renown,  we  must  not  overlook  it.  In  the 
treatment  of  the  contents  of  the  female  pelvis  by  drainage  or  re- 
moval, vaginal  section  seems  to  be  the  ideal  method.  When  we 
read  of  hundreds  of  cases  that  have  been  so  treated  successfully 
with  such  a  surprisingly  low  mortality ;  when  we  see  patients 
suffering  from  tender  and  adherent  cicatrices  in  the  abdominal 
wall ;  when  we  see  stitch  abscesses,  ventral  hernise,  and  all  the 
other  troublesome  sequela?  to  abdominal  section,  should  we  not  hail 
with  delight  a  method  that  avoids  all  such  troubles'?  We  often- 
times see  patients  suffering  from  diseased  appendages  and  deferring 
the  operation  of  abdominal  section  on  account  of  its  troublesome 
sequela?,  only  to  submit  to  the  operation  after  the  symptoms  have 
become  unbearable  and  their  condition  very  grave. 

Vaginal  section,  which  involves  little  or  no  risk,  compels  no 
prolonged  confinement  to  bed,  and  is  followed  by  no  unsightly 
scar,  at  once  appeals  to  the  patient  as  well  as  the  physician.  After 
seeing  abdominal  section  for  diseased  pelvic  conditions,  with  its 
high  mortality,  it  is  as  finding  an  oasis  in  the  desert  to  revert  to 
vaginal  section  with  its  many  advantages.  In  such  conditions  as 
enlarged,  tender,  or  prolapsed  and  degenerated  ovaries,  and  accu- 
mulations in  the  tubes,  small  cysts  of  the  ovary,  and  small  sub- 
peritoneal fibroids — conditions  which  are  always  progressive  and 
are  relieved  only  by  operation — their  removal  through  the  vagina 
is  a  simple  matter  and  involves  practically  no  risk.  Vaginal 
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section  is  advantageous  in  these  cases,  for  it  can  be  undertaken 
before  the  condition  has  assumed  any  gravity,  and  the  patient  is 
thus  saved  from  much  suffering  or  perhaps  death.  Radical 
methods  should  not  be  advocated  where  milder  means  would  effect 
a  cure  ;  but  in  incurable  conditions  early  operation  should  be  advo- 
cated, because  under  such  circumstances  delayed  operation  causes 
prolonged  suffering  to  the  patient  and  perhaps  greater  risk  of  her 
life  on  account  of  developing  complications. 

Technique  of  the  Operation.  The  vulva  is  shaved  and  scrubbed 
with  green  soap,  as  is  also  the  vagina,  and  thoroughly  irrigated 
with  a  1  :  5000  bichloride  solution.  The  patient  is  put  in  the 
Simon  position  and  the  perineum  is  retracted  by  a  broad,  self- 
retaining  speculum.  The  cervix  is  dilated  and  the  cavity  of  the 
uterus  curetted,  irrigated,  and  packed  with  iodoform  gauze.  The 
posterior  lip  of  the  cervix  is  now  seized  with  a  curved  tenaculum 
forceps  and  drawn  downward  to  the  vulva  and  up  against  the 
pubes.  An  incision  from  one  and  a  half  to  two  and  a  half  inches 
in  length,  or  longer  if  necessary,  is  made  through  the  vaginal 
wall  posterior  to  the  cervix  and  extending  through  to  the  cellular 
tissue..  This  incision  can  be  made  with  a  knife,  a  blunt-pointed 
scissors,  or  with  a  Paquelin  cautery  knife.  Then,  with  the  ends 
of  the  first  two  fingers  of  your  hand,  or  with  the  blunt  end  of 
the  closed  scissors,  the  tissues  are  pushed  back  until  the  fold  of 
peritoneum  of  Douglas's  pouch  is  seen.  This  then  is  opened  by 
any  of  the  above-named  instruments,  and  the  opening  enlarged 
sufficiently  to  permit  the  introduction  of  two  fingers.  When  the 
cautery  knife  is  used  we  have  little  or  no  hemorrhage.  When  the 
knife  or  scissors  is  used  the  posterior  cut  margin  of  the  peritoneum 
of  Douglas's  pouch  is  then  sutured  to  the  posterior  margin  of  the 
vaginal  wall  at  the  incision  by  means  of  a  continuous  catgut 
suture,  which  controls  all  hemorrhage  from  the  small  vessels 
severed  at  this  point.  One  or  two  fingers  are  now  inserted  into 
the  peritoneal  cavity,  after  the  speculum  has  been  removed  to  give 
more  room  to  the  hand  of  the  operator.  Saline  solution  is  now 
the  irrigant.  The  diseased  structures,  tube  or  ovary,  are  freed 
from  adhesions  by  the  fingers  aud  drawn  down  into  the  vagina 
through  the  incision  as  far  as  possible.  If  it  is  an  enlarged  ovary, 
its  pedicle  or  its  attachment  to  the  broad  ligament  is  transfixed 
with  a  double  ligature  of  kangaroo  tendon  or  chromicised  catgut 
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by  means  of  a  Cleveland  suture-carrier,  and  tied  in  the  usual 
manner.  It  is  then  cut  off,  the  stump  touched  with  pure  carbolic 
acid  or  the  Paquelin  cautery  and  returned  to  the  peritoneal  cavity. 
If  it  is  a  pus  tube,  care  must  be  exercised  to  prevent  rupture 
while  separating  the  adhesions.  It  is  better,  if  possible,  to  re- 
move it  intact,  but  rupture  after  it  is  down  in  the  vagina  need 
create  no  apprehension.  The  pus  can  drain  out  and  escape  from 
the  vagina  along  the  groove  of  the  speculum,  and  it  can  be  washed 
away'(with  bichloride  solution  to  prevent  soiling  or  infection  of  the 
adjoining  parts.  When  tied  and  cut  off  the  stump  is  cauterized 
and  returned  to  the  peritoneal  cavity. 

Should  the  intestines  prolapse  into  the  incision  and  obstruct  the 
field  of  operation,  they  are  pushed  back  and  held  up  by  inserting 
a  small  pad  of  sterilized  gauze  with  string  attached  for  its  subse- 
quent removal.  The  intestines  usually  do  not  interfere  with  the 
operation  and  remain  unexposed  and  free  from  manipulation. 
Extrauterine  pregnaucy  is  adapted  for  this  method  of  operation, 
except  when  it  is  ruptured  and  complicated  by  inflammation.  In 
operating  for  small  subperitoneal  fibroid  the  peritoneal  cavity  is 
entered  either  posteriorly  or  anteriorly  to  the  uterus,  according  to 
its  location.  In  entering  the  peritoneal  cavity  between  the  uterus 
and  the  bladder,  the  bladder  must  be  avoided,  and  it  is  necessary 
to  hug  the  uterus  very  closely  when  dissecting  the  bladder  from  it. 
As  soon  as  the  peritoneal  cavity  is  opened  the  tumor  is  brought 
into  view  in  the  vaginal  incision,  and  by  means  of  a  double 

^-shaped  incision  with  the  knife  or  scissors  deep  into  the  uterine 

tissue,  it  is  removed.  A  Lembert  suture  of  fine  catgut  is  used 
in  closing  the  uterine  wound,  and  all  hemorrhage  is  controlled. 

Closure  of  the  vaginal  wound  will  depend  largely  upon  the  ne- 
cessity of  subsequent  drainage  and  upon  what  instrument  was  used 
in  making  the  incision.  If  the  cautery  is  used  the  wound  is 
always  left  open  and  packed  with  iodoform  gauze.  Under  such 
conditions,  when  it  is  necessary  to  drain,  iodoform  gauze  in  strips 
is  packed  up  against  the  returned  stump  in  the  peritoneal  cavity, 
the  ends  of  the  strips  protruding  into  the  vagina.  The  vagina 
is  then  packed  with  sterile  gauze.  The  gauze  in  the  vagina 
and  part  of  the  gauze  in  the  peritoneal  cavity  are  removed 
at  the  end  of  twenty-four  hours,  and  all  is  removed  at  the 
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end  of  forty-eight  hours.  If  no  further  drainage  is  necessary 
the  vaginal  wound  is  permitted  to  heal.  Healing  usually  takes 
place  in  from  six  to  eight  days,  and  the  patient  can  be  allowed  out 
of  bed  in  from  ten  days  to  two  weeks.  The  gauze  packed  up 
against  the  stump  prevents  its  adhesion  to  the  intestines,  acts  as  a 
slight  pressure  hemostat  if  necessary,  and  secures  drainage  of  the 
peritoneal  cavity.  When  drainage  is  not  necessary  and  the  vaginal 
wound  is  made  with  a  knife  or  scissors,  the  wound  is  closed  by  a 
continuous  catgut  suture  and  the  vagina  packed  with  iodoform 
gauze,  which  is  removed  in  forty-eight  hours.  For  diagnostic 
purposes  vaginal  section  is  frequently  performed  with  the  Paquelin 
cautery  with  no  apparent  shock  to  the  patient. 

Case  I. — Mrs.  M.,  aged  twenty-four  years,  married;  had  two 
children  and  two  miscarriages.  Family  history  negative.  Com- 
plained of  pain  in  both  ovaries  for  six  months.  Had  a  chrouic 
vaginal  discharge.  Pain  at  times  would  confine  patient  to  bed. 
Entered  the  hospital  with  a  temperature  of  101°  and  pulse  of  92. 
Had  violent  pains  in  lower  part  of  abdomen  on  both  sides.  Ex- 
amination showed  both  tubes  aud  ovaries  very  tender  aud  enlarged. 
There  also  seemed  to  be  a  collection  of  fluid  on  left  side.  Diag- 
nosis :  Double  salpingitis  and  abscess  on  left  side. 

Vaginal  section  was  performed  aud  an  abscess  was  found  on  the 
left  side  that  discharged  quite  freely.  Both  tubes  and  ovaries 
were  hopelessly  diseased  and  were  removed.  Opening  in  the 
peritoneum  was  packed  with  iodoform  gauze,  and  likewise  the 
vagina.  Temperature  after  the  operation  100°,  pulse  92.  Gauze 
partly  removed  in  twenty-four  hours  and  balance  removed  in  forty- 
eight  hours,  followed  by  saline  douches  twice  a  day.  Patient's  tem- 
perature and  pulse  became  natural  on  the  third  day  after  the  opera- 
tion, and  she  made  an  uneventful  recovery.  The  vaginal  wound 
was  healed  in  ten  days.   Patient  was  out  of  bed  on  the  twelfth  day. 

Case  II. — Mrs.  T.,  aged  fifty-four  years,  married;  had  three 
children,  all  full-grown  now.  Family  history  negative.  Had 
complained  of  pain  in  the  region  of  both  ovaries  for  the  past  fif- 
teen years,  which  grew  better  and  worse  at  times.  Menopause  at 
forty-four  years.  Has  been  a  chronic  invalid  for  the  past  five 
years,  unable  to  do  auything.  Entered  the  hospital  with  a  normal 
temperature  and  pulse.  Examination  under  ether  showed  both 
ovaries  enlarged. 
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Vaginal  section  was  performed  and  both  ovaries  were  found  to 
be  cystic,  about  twice  the  natural  size,  and  filled  with  small  cysts 
the  size  of  a  pea  or  bean.  Both  ovaries  were  removed  and  peri- 
toneal wound  and  vagina  packed  with  gauze.  The  usual  after- 
treatment  was  pursued.  Patieut's  temperature  never  reached 
100°,  and  she  was  out  of  bed  in  ten  days. 

Case  III. — Miss  B.,  aged  twenty-two  years,  single.  Family 
history  negative.  Has  complained  for  the  past  three  years  of 
pain  in  the  right  and  left  ovarian  region.  Pains  not  constant, 
but  at  times  unbearable.  Patient  entered  hospital  with  a  normal 
temperature  and  pulse.  Examination  under  ether  revealed  both 
ovaries  somewhat  enlarged.  No  discharge.  Diagnosis:  Cystic 
ovaries. 

Vaginal  section  showed  both  ovaries  cystic,  which  were  removed 
and  wound  packed  with  gauze.  After-treatment  was  as  usual. 
Patient  made  a  rapid  recovery  and  left  the  hospital  in  two  weeks. 

I  have  performed  vaginal  section  in  twenty  cases  for  different 
pelvic  diseases,  and  have  had  excellent  results  and  no  deaths. 

Large  tumors  can  be  removed  by  vaginal  section  and  the  patient 
is  out  of  bed  in  two  weeks.  It  is  often  with  difficulty  you  can 
keep  the  patient  in  bed  that  long,  as  she  feels  so  well  much  sooner — 
in  fact,  at  the  end  of  the  first  week.  A  most  commendable  feature 
of  the  operation  is  the  presence  of  little  or  no  subsequent  shock. 

Vaginal  drainage  of  pus  and  blood  accumulations  in  the  pelvis 
is  growing  in  favor  with  the  best  operators,  aud  is  a  most  impor- 
tant conservative  measure.  The  vagina  is  the  most  natural  drain, 
and  in  most  cases  where  pus  is  formed  it  is  walled  off  by  adhesions, 
and  the  inflammatory  exudate  from  the  peritoneal  cavity  and  in- 
vasion and  infection  are  avoided  by  vaginal  section.  This  is  also 
true  of  blood  accumulations  after  they  have  stood  some  time. 
The  appendages  many  times  recover  after  vaginal  drainage,  and 
in  this  case  vaginal  section  is  a  conservative  measure. 

In  connection  with  this  subject  it  is  wrong  to  think  that  vaginal 
section  will  supersede  abdominal  section  entirely.  Both  have  a 
place  in  surgery  and  have  their  natural  limitations,  based  upon 
several  conditions,  viz.,  1.  The  ease  with  which  the  operation  can 
be  done.  2.  The  danger  of  the  operation.  3.  The  complications 
arising  as  the  operation  proceeds.  4.  The  necessity  of  drainage. 
5.  The  immediate  and  remote  result  of  the  operation. 
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Now,  to  recapitulate,  the  advantages  of  vaginal  section  are  as 
follows,  viz.  : 

1.  Operations  of  not  sufficient  gravity  for  abdominal  section 
will  be  done  by  the  surgeon  through  the  vagina  with  impunity. 

2.  A  patient's  consent  for  operation  is  easier  to  obtain,  and  that 
at  an  early  stage  of  the  disease. 

3.  Rise  in  temperature  seldom  occurs,  and  convalescence  is,  as 
a  rule,  rapid  and  uneventful. 

4.  When  drainage  is  necessary  it  can  best  be  obtained  through 
the  vagina. 

5.  When  exploration  of  the  pelvis  is  necessary  for  diagnosis, 
with  no  extensive  disease  or  adhesions. 


INSUFFICIENT  MENSTRUATION. 
By  J.  C.  DUNN,  M.D., 

PITTSBURG. 


Under  this  title  I  will  endeavor  to  describe  a  condition  to  which 
I  have  seen  but  few  references  in  reviews  of  recent  gynecological 
literature.  The  number  of  cases  observed  was  small,  the  series 
consisting  of  only  six  cases.  The  condition  indicated  by  the  title 
of  this  paper  I  would  describe  as  follows :  The  flow  appears  regu- 
larly, but  is  in  each  case  less  in  quantity  and  usually  shorter  in 
duration  than  is  normal  for  the  individual,  and  is  accompanied 
and  followed  by  flushings  of  the  face,  headaches  or  a  feeling  of 
fulness  or  giddiness  in  the  head,  lassitude,  mental  disquietude, 
depression  sometimes  bordering  on  melancholy,  alternating  with 
marked  nervous  irritability — just  such  a  train  of  symptoms,  in 
fact,  as  we  would  expect  to  encounter  if  the  individual  were  pass- 
ing through  the  climacteric. 

The  cases  all  occurred  in  women  between  twenty-five  and  thirty- 
five  years  of  age.  All  were  married.  All  but  one  had  borne  at 
least  one  child.  All  were  apparently  in  robust  health.  None  of 
them  were  hysterical.  None  belonged  to  the  class  who  are 
pleased  to  be  subjects  for  frequent  examinations.  One  description 
will  serve  for  four  of  the  cases.  Examination  did  not  reveal  any 
ovarian  or  tubal  disease  or  malposition  of  the  uterus.  There 
were  no  extensive  lesions  of  the  cervix.  In  two  there  was  present 
a  barely  appreciable  subinvolution,  with  perineal  rupture  so  slight 
as  not  to  give  any  inconvenience  or  remove  in  any  marked  degree 
the  natural  support  of  the  pelvic  organs. 

In  these  four  cases  the  vaginal  walls  were  markedly  relaxed, 
vaginal  mucosa  pale  and  dry,  cervix  pale,  os  patent,  uterine  canal 
sufficiently  large  to  pass  a  large  sound  without  any  difficulty.  No 
history  of  gonorrheal  infection.    Complete  freedom  from  leucor- 
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rheal  discharge.  In  one  case  there  was  a  marked  dilatation  of  the 
capillaries  of  the  face. 

Of  the  two  remaining  cases,  one,  Case  V.,  differed  from  those 
already  described  in  the  fact  that  the  vaginal  mucosa  and  cervix 
were  not  pale  aud  the  vaginal  walls  not  so  relaxed.  There  was 
a  moderate  degree  of  leucorrhea,  and  the  endometrium  was  not 
devoid  of  sensibility.  The  other,  Case  VI.,  had  been  infected 
with  gonorrhea  at  the  time  of  marriage,  several  years  prior 
to  the  time  at  which  I  saw  her.  It  had  invaded  the  tubes  and 
produced  a  localized  peritonitis.  In  this  case  the  vaginal  mucous 
membrane  aud  cervix  were  normal  in  color  and  there  was  no  re- 
laxation of  vaginal  walls.  The  ovaries  had  been  displaced,  and 
there  was  a  mass  of  plastic  exudate  filling  the  posterior  and  upper 
part  of  the  pelvis,  painful  on  manipulation,  giving  the  impression 
of  receut  exacerbation. 

In  the  four  cases  first  described  there  was  almost  absolute  lack 
of  sensation  in  the  endometrium.  The  blood-supply  seemed  to  be 
deficient;  it  would  require  very  rough  treatment  to  produce  any 
bleeding  from  the  endometrium,  even  when  the  menstrual  flow 
was  almost  due.  In  Case  VI.  this  condition  could  not  be  so 
well  or  safely  tested  on  account  of  the  existing  complications. 

In  all  six  cases  sexual  desire  was  absent.  The  performance  of 
their  marital  duties  was  repuguant  and  had  always  been  so.  One 
woman  gave  the  following  description  of  subjective  symptoms 
about  the  uterus  :  "  My  general  health  is  perfect,  but  I  feel  as  if 
my  womb  were  dead  within  me.  I  have  a  sense  of  carrying 
about  something  dead,  something  devoid  of  any  sensation,  even  at 
the  menstrual  period,  except  an  impression  that  I  would  feel  re- 
lieved if  it  were  removed." 

All  these  cases  had  passed  through  other  hands  before  applying 
to  me.  All  had  used  douches — hot,  cold,  and  astringeut.  They 
had  been  packed  and  tamponed,  and  counter-irritated  with  iodine, 
and  the  like.  All  but  one,  Case  V.,  had  been  curetted  from  twice 
up  to  many  times  twice,  and  from  the  condition  of  the  endometrium, 
or  cicatricial  substitute  for  an  endometrium,  that  some  of  them  pre- 
sented, there  could  be  no  doubting  the  fact  that  the  curetting  had 
been  effectually  done.  In  fact,  all  the  cases  but  Case  V.  presented 
themselves  with  a  request  that  they  be  curetted,  asserting  strongly 
that  no  other  treatment  had  so  relieved  their  distressing  symptoms. 
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They  claimed  that  it  always  gave  relief  for  one  month,  some- 
times for  two  months  or  more. 

Being  convinced  that  the  benefit  derived  from  curettement  was 
due  solely  to  stimulation  or  irritation  of  the  glandular  structures 
of  the  endometrium  and  of  the  terminal  branches  of  the  nerves 
therein,  thus  conveying  an  awakening  impulse  to  the  various 
ganglia  or  centres  found  in  the  uterus,  tubes,  etc.,  and  which 
preside  over  the  functional  activity  of  these  organs,  I  succeeded  in 
inducing  them  to  try  milder  measures  for  relief. 

In  Case  V.,  where  curettement  had  not  been  practised,  a  few 
mild  dilatations  of  the  canal,  followed  by  thorough  cleansing  and 
applications  of  cupric  sulphate,  resulted  in  complete  cure  so  far  as 
the  distressing  symptoms  and  the  repugnance  to  the  performance 
of  marital  duties  were  concerned.  Some  years  have  elapsed  since, 
but  I  do  not  believe  that  she  has  conceived  again. 

In  Case  VI.  inquiry  developed  the  fact  that  she  had  been  twice 
vigorously  curetted  and  that  each  operation  had  been  followed  by 
a  sharp  attack  of  localized  peritonitis,  the  last  attack  being  about 
three  months  prior  to  the  date  of  my  examination.  And  yet  her 
discomfort  was  so  great  that  of  two  evils  she  preferred  the  pain 
of  peritonitis  to  the  discomfort  of  insufficient  menstruation.  She 
was  placed  on  appropriate  treatment  to  reduce  the  inflammatory 
action  and  produce  absorption  of  the  exudate;  as  that  subsided 
and  tenderness  began  to  disappear,  very  mild  dilatation  was  prac- 
tised each  month  just  before  the  period  was  due,  with  complete 
relief  of  the  usual  symptoms.  She  is  rapidly  approaching  a  cure 
as  perfect  as  can  be  expected  in  one  who  suffers  as  she  has  from 
gonorrhea  and  curettement. 

The  four  cases  described  together  varied  as  to  the  length  of  time 
they  had  existed:  one  less  than  three  years,  and  one  for  eleven 
years.  They  varied  also  in  the  frequency  and  severity  with  which 
they  had  been  curetted.  Constitutional  treatment  did  no  good  in 
any  of  these  cases.  Gentle  dilatation  and  massage  shortly  before 
the  period  almost  invariably  increased  the  flow  in  a  marked  degree 
and  gave  relief  from  the  usual  suffering.  It  also  produced  a  slow 
but  decided  improvement  in  the  general  condition,  the  intervals 
at  which  this  stimulation  was  found  necessary  becoming  greater 
and  greater  as  mouths  passed  by.  Three  of  them,  I  have  reason 
to  believe,  are  cured.     The  fourth  case,  the  one  that  has  been 
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most  frequently  and  most  severely  curetted,  can  always  be  re- 
lieved, but  there  does  not  seem  to  be  much  tendency  to  permanent 
recovery. 

This  case  accidentally  developed  a  fact  which  may  prove  the 
title  of  this  paper  to  be  incorrect.  For  economical  reasons  she 
tested  to  the  utmost  the  length  of  time  that  treatment  would 
afford  relief.  If  practised  just  before  the  menstrual  period  the 
flow  would  be  markedly  increased;  the  distressing  symptoms  would 
be  wanting  for  a  month,  and  sometimes  longer.  On  this  account 
she  would  not  appear  regularly  for  treatment,  but  would  wait 
until  literally  forced  by  her  condition  to  apply.  She  was  as  liable 
to  apply  for  treatment  ten  days  or  two  weeks  after  the  period  as 
two  or  three  days  before.  It  mattered  not,  however,  for  in  from 
thirty-six  to  forty-eight  hours  after  treatment,  even  midway  be- 
tween the  periods,  all  the  symptoms  would  disappear,  of  course, 
without  any  How.  The  only  reference  that  I  have  seen  in  recent 
reviews  to  conditions  approaching  those  I  have  described  is  from 
the  pen  of  A.  W.  Johnstone,  of  Cincinnati.1  In  this  article  he 
refers  to  the  discovery  by  Stephenson,  of  Aberdeen,  of  a  blood- 
pressure  cycle  in  the  pelvic  organs,  on  which  menstruation  seemed 
to  be  dependent.  The  pressure,  he  claims,  is  greatest  at  the  onset 
of  the  flow,  at  least  the  period  of  cessation,  remaining  low  for 
seventeen  days,  and  then  beginning  to  rise. 

Disturbance  of  the  cycle,  he  claims,  produces  headache,  nausea, 
vertigo,  convulsions,  glycosuria,  by  an  increased  pressure  in  the 
floor  of  the  fourth  ventricle,  with  resultant  pneumo-gastric  inhi- 
bition and  hepatic  torpor.  If  the  pressure  in  the  pelvic  organs 
fails  to  reach  the  normal  there  will  be  no  flow,  but  nervous  mani- 
festations and  anemia.  If  the  pressure  be  normal  and  the  flow 
be  interfered  with  by  disease  or  injury  of  the  endometrium,  there 
will  result  congestion  of  these  organs  and  vicarious  menstruation. 

While  there  is  some  similarity  between  the  conditions  I  have 
described  and  the  symptoms  here  detailed  as  resulting  from  dis- 
turbance of  this  pressure-cycle,  the  points  of  dissimilarity  are  more 
numerous  than  those  in  which  they  agree.  The  treatment  on 
which  I  have  relied  was  outlined  by  Braithwaite  in  1887  when  he 
resorted  to  intrauterine  stems  and  strands  of  thread. 


1  American  Journal  of  Obstetrics,  May,  1895. 
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From  the  history  of  these  cases  I  believe  that  I  am  justified  in 
drawing  the  following  conclusions  : 

1.  They  appear  to  be  due  to  a  lack  of  proper  functional  activity 
of  the  glandular  structures  of  the  uterus  and  adnexa. 

2.  Anything  that  will  stimulate  the  functional  activity  of  these 
glandular  structures  will  increase  the  menstrual  flow  and  give 
more  or  less  marked  relief. 

3.  Direct  stimulation  of  the  endometrium  and  muscular  struc- 
tures of  the  uterus,  by  stimulating  the  terminal  nerve  filaments 
and  conveying  an  awakening  impulse  to  the  ganglia  in  the  uterus 
and  adnexa,  is  the  surest  means  of  relief. 

4.  This  stimulation  should  be  only  such  as  is  necessary  to  give 
relief  to  symptoms. 

5.  Unless  there  be  something  in  the  uterus  requiring  removal, 
a  sharp  curette  should  never  be  used. 

6.  The  difficulty  of  effecting  a  cure  increases  in  direct  ratio 
with  the  amount  of  injury  done  to  the  endometrium. 

7.  (Judging  from  one  case.)  Stimulation  such  as  described  will 
relieve  symptoms  at  any  time  between  periods  without  producing 
at  the  same  time  any  flow  of  blood. 

8.  If  conclusion  7  should  prove  true  in  a  series  of  cases,  we 
would  be  justified  in  believing  that  the  amount  of  the  menstrual 
flow  is  in  itself  of  no  particular  moment,  except  in  so  far  as  it 
indicates  a  normal  functional  activity  of  the  glandular  structures 
of  the  reproductive  organs. 

9.  If  the  symptoms  enumerated  and  the  suffering  endured  by 
subjects  of  insufficient  menstruation  are  due  to  insufficient  func- 
tional activity  of  glandular  structures  rather  than  to  an  insufficient 
flow  of  blood,  is  there  not  at  least  a  strong  probability  that  they 
are  the  result  of  a  form  of  toxemia  ? 


ANOTHER  NEW  METHOD  FOR  PROCTOSCOPY. 


By  THOMAS  CHARLES  MARTIN,  M.D., 

CLEVELAND. 


Proctoscopy  will  be  proved  the  "  open  sesame"  to  a  newer 
proctology.  As  there  seems  to  be  some  confusion  of  opinion 
concerning  the  time  of  its  origin  and  the  chronology  of  its  evolu- 
tion, the  present  time  is  not  inopportune  for  a  historic  review  of 
the  subject. 

In  1898  Dr.  J.  G.  Carpenter1  claimed  that  on  November  30, 
1885,  he  was  the  first  to  do  proctoscopy.  Further,  he  stated: 
"  In  obscure  cases  of  disease  of  the  rectum  and  sigmoid  flexure 
inversion  of  the  trunk  70  to  80  degrees,  dilatation  of  the  anus 
with  Sims's  speculum,  inflation  of  the  bowels,  and  electric  or  re- 
flected light  (the  former  is  preferable)  are  indispensable  to  a  thor- 
ough ocular  examination  and  diagnosis.  In  some  cases  I  have 
used  a  rubber  tube,  eighteen  inches  long,  with  good  results.  By 
inversion  of  the  trunk  70  or  80  degrees  the  pelvic  and  abdominal 
contents  gravitate  toward  the  diaphragm  ;  a  vacuum  is  formed  in 
the  rectum  and  sigmoid,  which  become  inflated  with  air  under 
forced  expiration,  and  anus  patulous  and  retracted  with  Sims's 
speculum  ;  the  mucous  folds  are  effaced,  and  the  bowel  has  almost 
the  appearance  of  a  straight  tube  ;  on  inspiration  the  bowel  collapses 
and  presents  a  curved  tube,  the  mucous  folds  resuming  their  normal 
position.  .  .  .  The  safest,  surest,  and  best  way  to  intubate 
the  sigmoid  is  in  the  Carpenter  (?),  posture  and  best  by  Car- 
penter's sigmoidoscopy." 

In  1845  Dr.  J.  Marion  Sims2  discovered  by  chance  that  the 
hollow  or  tubular  pelvic  viscera  would  inflate,  provided  the  orifice 

1  Physiology  of  the  Colon,  Sigmoid,  and  Koctum.  The  Journal  of  the  American  Medical 
Association,  February  19,  1898,  p.  4'24. 

2  Clinical  Notes  on  Uterine  Surgery.   William  Wood  &  Company,  New  York,  186G. 
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was  opened  at  a  time  when  the  patient's  hips  were  higher  than  the 
chest.  He  elaborated  his  discovery  to  a  definite  method  of  proce- 
dure. He  first  used  the  knee-chest  posture,  and  subsequently  the 
semiprone-semifloxed  position  with  elevated  hips.  The  posture 
became  known  as  Sims's  posture,  and  the  instrument  which  he 
designed  as  Sims's  speculum.  The  first  published  account  of  his 
method  appeared  in  1852  in  the  January  number  of  the  American 
Journal  of  the  Medical  Sciences. 

In  1871  Dr.  Wm.  H.  Van  Buren,1  of  New  York,  was  the  first 
to  publish  au  account  of  the  use  of  the  same  posture  and  Sims's 
speculum  for  atmospheric  inflation  and  inspection  of  the  rectum 
and  sigmoid  flexure.  "  1  was  early  impressed  with  the  ingenuity 
and  great  value  of  Marion  Sims's  mode  of  placing  his  patient  in 
his  operations  upon  the  vagina,  and  I  have  employed  the  same 
position  with  great  advantage  in  exploring  the  rectum.  With  the 
patient  under  the  full  influence  of  au  anesthetic,  on  a  table  of 
proper  height  and  in  a  good  light,  the  trunk  of  the  body  in  the 
prone  position  with  outspread  arms,  and  the  hips  properly  elevated 
so  that  the  intestines  gravitate  toward  the  diaphragm,  I  have  often, 
by  the  aid  of  Sims's  speculum  vaginae  alone,  obtained  an  excellent 
view  of  the  whole  internal  surface  of  the  rectum  as  high  up  as  its 
termination  in  the  sigmoid  flexure  of  the  colon.  The  chair  em- 
ployed for  uterine  examinations,  where  the  pelvis  can  be  elevated 
or  depressed  at  will,  is  admirably  adapted  for  this  purpose;  for 
thus,  by  a  proper  management  of  the  light,  its  rays  may  be  thrown 
to  the  bottom  of  the  cavity  presented  by  the  bowel,  and  the  pres- 
ence of  air  pumped  in  and  out  by  the  diaphragm,  as  the  intestines 
lie  in  contact  with  this  muscle,  keeps  the  walls  of  the  gut  dis- 
tended aud  in  full  view." 

Dr.  Van  Buren  was  the  first  to  do  proctoscopy  ;  he  credited  Dr. 
Sims  with  the  idea. 

In  1882  Dr.  William  Allingham2  employed  elevation  of  the 
patient's  hips  and  a  tubular  speculum,  and  achieved  results  prac- 
tically identical  with  those  above  described  by  Van  Buren.  In 
subsequent  editions  of  his  book,  in  1888  and  1896,  he  repeats  the 
description  of  his  rather  crude  operation  for  inspection  of  the 
rectum  through  a  cylindrical  tube. 

1  Diseases  of  the  Rectum,  p.  39i.   D.  Appleton  &  Company,  New  York. 

2  Diseases  of  the  Rectum,  p.  12.    P.  Blakiston  Son  &  Company,  Philadelphia. 


Fig.  1. 


Fig.  3. 


Tbe  chair  for  the  proctoscopy  posture.   Adjustable  illumination-apparatus.   Small  pillow  and 
shoulder-strap.   Position  for  first  step  in  the  procedure. 


Fig.  4. 


Second  position  of  the  chair,  pillow,  and  illumination-apparatus. 


Fig.  5. 


Third  position  of  the  chair,  pillow,  shoulder-strap,  illumination-apparatus,  and  the  operator's  stool. 


Fig.  <;. 


Pig.  7 


The  obturator  for  the  anoscope  and  proctoscope. 
Fig.  9. 


The  proctoscope  with  the  obturator  in  position. 


Fig.  10. 


Showing  the  position  of  the  obturator  in  the  proctoscope  at  the  time 
the  ointment  is  applied  to  the  diseased  area. 

Fio.  11. 


A' method  of  putting  ointment  into  the  applicator. 
Fig.  12. 


A  return-flow  irrigator. 


Fig.  13. 


The  lirst  position  of  the  patient. 


Fig.  14 


The  second  position  of  the  patient,  illumination-apparatus,  etc. 


Fig.  15. 


Putting  the  patient  in  third  position. 


Fig.  16. 


The  third  position  of  the  patient  unci  illumination-apparatus. 


Fig.  17 


The  hook  designed  to  be  used  to  determine  the  elasticity  of  the  valves 


Fig.  18. 


A  proctoscopic  mirror. 
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In  1887  Mr.  Alfred  Cooper1  described  a  similar  posture,  and 
suggested  the  use  of  two  retractors  for  the  purpose  of  opening  the 
anus. 

In  1887  Dr.  Walter  J.  Otis,2  of  Boston,  published  in  Leipzig 
a  monograph  on  the  subject  of  rectal  inspection  and  described  the 
use  of  the  knee-chest  posture  and  of  two  retractors. 

In  1887  Prof.  Esmarch3  described  a  method  similar  to  that  of 
Dr.  Otis. 

In  1895  Dr.  Howard  A.  Kelly4  described  a  method  of  proctos- 
copy by  means  of  tubular  specula  which  are  very  similar  in  con- 
struction to  those  of  Dr.  Edmund  Andrews,  which  Dr.  Andrews 
first  described  in  1887.  Dr.  Kelly's  article,  however,  was  the  first 
to  catch  the  attention  of  the  general  profession,  and  to  him  is  due 
the  credit  of  pointing  out  to  a  multitude  of  physicians  the  possi- 
bility of  rectal  inflation  for  rectal  inspection  by  such  means. 
Kelly's  technic  and  tubular  specular  are  far  superior  to  those  of 
Mr.  Alliugham,  who  first  employed  a  similar  method  in  1882. 

In  1896  I  published''  under  the  title  of  11  Proctocolonoscopy  and 
its  Possibilities;  by  a  ISTew  Method,"  a  description  of  a  technic 
aud  new  instruments  which  increased  the  areas  exposed  to  view 
and  which  facilitated  access  to  the  part  for  treatment  of  its  diseases. 

In  1896  A.  Ernest  Maylard6  briefly  refers  to  the  various 
methods. 

In  June  of  this  year  I  presented  to  the  American  Medical  As- 
sociation a  paper  descriptive  of  a  new  and  simplest  method  of  proc- 
toscopy7 which  may  be  performed  without  the  aid  of  any  instru- 
mental means  whatever.  The  essentials  are  a  patient,  an  assistant, 
aud  an  operator,  provided  with  at  least  one  finger  on  each  hand. 
''  Securely  in  the  embrace  of  the  assistant,  the  patient  is  to  be 
balanced  on  his  knees  aud  shoulder,  in  which  position  he  is  to  be 
held  throughout  the  whole  time  of  the  surgeon's  manipulations. 

1  Diseases  of  the  Rectum,  p.  16.   H.  K.  Lewis,  London,  1887. 

2  Anatomishe  Untersuehungen  am  Menschliehen  Rectum.    Veit  &  Co.,  Leipzig,  1887. 

3  Die  Krankheiten  des  Mastdarmes  und  des  Afters.   Ferdinand  Euke,  Stuttgart,  1887. 

4  A  New  Method  of  Examination  and  Treatment  of  Diseases  of  the  Rectum  and  Sigmoid 
Flexure.    Annals  of  Surgery,  April  number,  1895. 

6  Proctocolonoscopy  and  Its  Possibilities,  by  a  New  Method.  Thomas  Charles  Martin,  M.D., 
Mathews's  Quarterly  Journal  of  Rectal  and  Gastro-intestinal  Diseases,  July,  1896. 

6  Surgery  of  the  Alimentary  Canal.    I'.  Hlakiston,  Son  &  Co.,  1896,  p.  546. 

7  New  Simplest  Proctoscopy.  Thomas  Charles  Martin,  M.D.,  Journal  of  the  American 
Medical  Association,  August,  1898. 
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The  surgeon  is  to  close  his  hand  and  to  point  his  index  finger  as 
shown  in  the  accompanying  illustration  (Fig.  1).  So  likewise  the 
other  hand.  The  wrists  are  to  be  crossed,  the  hands  placed  back 
against  back,  and  the  nails  of  the  index  fingers  placed  one  against 
the  other,  as  shown  in  the  accompanying  illustration  (Fig.  2). 
The  surgeon  is  to  lubricate  these  fingers  and  gently  to  insinuate 
them  through  the  anus  and  place  their  ends  beyond  the  borders  of 
the  levatores  ani.  This  accomplished  the  anus  is  to  be  divulsed 
in  the  direction  of  the  ischial  tuberosities  by  the  surgeon  forcibly 
parting  his  fingers  as  is  shown  in  the  accompanying  illustration 
(Fig.  2).  Uuder  this  manipulation  the  rectum  becomes  atmos- 
pherically inflated  and  its  surfaces  are  exposed  to  the  view  of  the 
operator." 

Review  of  the  literature  on  rectal  inflation  for  rectal  inspec- 
tion establishes  the  fact  that  Van  Buren  is  entitled  to  credit  for 
priority;  that  Marion  Sims  was  the  discoverer  of  the  possibility 
of  atmospheric  inflation  of  the  hollow  pelvic  viscera ;  that  there  is 
much  similarity  in  the  methods  of  the  various  operators  quoted, 
some  using  similar  instruments  and  dissimilar  technic  and  vice 
versa-  and  it  is  made  obvious,  also,  that  he  who  would  most  insist 
upon  a  credit  for  originality  must  sometimes  discount  with  the 
erudite  his  reputation  for  literary  research.1 

The  time  has  arrived  when  the  profession  must  recognize  that 
the  rectum  need  no  longer  be  regarded  a  darkest  continent,  and  I 
believe  it  will  soon  be  considered  an  almost  criminal  negligence 
for  a  physician  to  evade  his  duty  with  the  off-hand  declaration  that 
the  patient  is  the  subject  of  an  obscure  rectal  disease.  There  re- 
mains, however,  something  further  to  be  desired  in  the  way  of  an 
easier  and  more  convenient  method  of  manipulation  to  secure 
inspection,  but  I  am  confident  that  ere  long  the  profession  will 
accept  the  newer  mechanical  means  aud  contrivances2  which  will 
render  a  proctoscopy  of  as  practicable  simplicity  as  is  laryngo- 
scopy. But  it  behooves  us  to  remember  the  words  of  Edmund 
Andrews  :  "  The  false  method  is  that  of  the  bungler  and  amateur 
who  is  only  right  by  haphazard;  the  true  one  is  that  of  the  pro- 

1  The  Chronology  of  the  Methods  of  Atmospheric  Inflation  for  Rectal  Inspection,  Thomas 
Charles  Martin,  M.D.,  Louisville  Journal  of  Surgery  and  Medicine. 

2  Complete  Inspection  of  the  Rectum  by  Means  of  Newer  Mechanical  Contrivances, 
Thomas  Charles  Martin,  M.D.,  The  American  Gynecological  and  Obstetrical  Journal. 
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fessional  expert  who  cauuot  be  balked  by  petty  obstacles,  but  who 
will  reach  success  when  others  have  failed,  not  less  by  his  dogged 
persistence  and  thoroughness  than  by  his  superior  knowledge." 

That  the  following  method  is  simple  of  execution  is  made  evident 
by  the  illustrations. 

Special  paraphernalia  and  much  practice  in  their  use  are  neces- 
sary for  a  rapid  and  painless  inspection  of  the  rectum. 

The  chair  which  is  shown  in  the  illustrations  was  designed  by 
me  to  facilitate  the  placing  of  the  patient  in  a  posture  which  is 
equivalent  to  the  knee-chest  posture.  This  improvement  on  the 
Yale  chair  consists  of  a  knee-piece  which  is  placed  on  the  left 
arm,  and  of  a  mechanism  attached  to  the  running-gear  which 
provides  for  the  new  movements,  of  a  shoulder-strap,  and  an  illumi- 
nation-apparatus, which  is  susceptible  of  adjustment  in  an  infinite 
number  of  positions. 

Fig.  3  exhibits  the  chair  and  the  attached  illumination-appa- 
ratus in  the  first  position,  and  Fig.  4  shows  the  second  position, 
while  Fig.  5  shows  the  chair  and  the  illumination-apparatus  in 
position  for  the  third  step  in  the  procedure.  Fig.  3  shows  also, 
hanging  from  the  head  of  the  chair,  a  small  pillow  and  the  shoulder- 
strap. 

The  anoscope  (Fig.  6)  consists  of  a  short  cylindrical  tube  open 
at  the  ends.  It  is  5  centimetres  in  length  and  2  centimetres  in 
diameter.  The  proximal  end  is  provided  with  a  trumpet-shaped 
expansion  and  a  strong  handle.  The  distinctive  feature  of  my 
anoscope  is  the  peculiar  form  of  its  obturator  (Fig.  8),  which  is, 
capable  of  a  multiplicity  of  uses. 

The  obturator  consists  of  a  hard  rubber  cylinder,  in  the  middle 
of  which  is  fixed  a  brass  tube  for  purposes  of  irrigation.  Its 
surface  is  fluted  in  such  a  manner  that  it  may  be  made  to  lock 
in  any  of  several  positions  upon  a  tubercle  within  the  cylinder. 
These  flutes  also  provide  for  the  escape  from  the  rectum  of  fluids 
and  gases  under  certain  conditions.  The  contracted  neck  near 
the  distal  end  of  the  obturator  provides  a  cup  to  facilitate  the 
application  of  ointments  to  certain  rectal  areas.  The  contracted 
neck  is  a  feature  which  contributes  to  the  instrument's  usefulness 
as  a  means  of  irrigation,  providing  in  the  one  case  a  self-retaining 
direct-flow  irrigator,  and  in  the  other  case,  when  locked  in  the 
position  shown  in  Fig.  12,  an  unobstructed  return-flow  irrigator. 
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Platinum  pins  connect  the  central-placed  brass  tube  with  the  sur- 
face of  the  neck  of  the  obturator,  which  constitutes  the  instru- 
ment an  aual  electrode. 

My  protoscope  (Fig.  7)  is  of  the  same  diameter  as  the  anoscope 
and  is  10  centimeters  in  length,  which,  because  of  the  displace- 
ability  of  the  pelvic  floor,  is  usually  of  sufficient  length  to  reach 
as  high  as  the  promontory  of  the  sacrum,  except  iu  some  special 
instances. 

Special  preliminary  preparation  of  the  patient  is  ordinarily  not 
required,  as  the  usual  condition  of  the  rectum  is  that  of  empti- 
ness. In  some  cases,  however,  it  facilitates  the  inspection  if  the 
patient  employ  rectal  lavage  an  hour  before  the  examination. 

The  Technic.  Step  one :  The  patient  should  be  required 
to  sit  on  the  operating-chair  with  his  body  turned  to  the  left, 
facing  the  knee-board.  The  right  knee  should  be  crossed  over 
the  left  knee,  the  left  arm  should  embrace  the  right  border  of  the 
chair-back,  or  it  may  be  folded  at  the  side  as  for  Sims's  posture. 
The  small  pillow  should  be  held  in  the  patient's  right  hand  and 
against  and  upon  his  left  shoulder  (Fig.  13). 

Step  two  requires  that  the  chair  be  changed  to  the  horizontal 
position  and  the  light  fixture  adjusted,  as  shown  in  Figs.  14  and 
4.  This  movement  brings  the  patient  into  Sims's  semiprone- 
semiflexed  posture  without  requiring  any  movement  whatever  on 
the  part  of  the  patient  after  he  is  properly  seated.  In  this  pos- 
ture the  external  anus  and  fixed  rectum  are  to  be  examined. 

(a)  Digital  and  ocular  inspection  should  now  be  made  of  the 
aual  verge,  the  external  anus,  and  superficial  ischiorectal  space  at 
a  moment  when  the  patient  is  relaxed,  and  again  when  he  is  bear- 
ing down,  (b)  Digital  inspection  of  the  fixed  or  anal  rectum 
also  should  be  made  preliminary  to  the  introduction  of  the  ano- 
scope. (c)  The  anoscope  should  be  gently  pressed  into  the  anus  in 
the  direction  of  its  axis  till  the  sphincters  relax  to  receive  it.  The 
introduction  of  an  instrument  into  the  rectum  may  be  much  facili- 
tated by  placing  its  lubricated  end  against  the  ectal  sphincter  and 
requiring  the  patient  to  bear  down ;  bearing  down  expands  the 
ectal  sphincter,  relaxes  the  levator  ani,  thins  the  pelvic  floor  or 
shortens  the  fixed  rectum,  and  presses  the  ental  sphincter  over  the 
instrument;  iu  other  words,  the  patient's  anus  is  made  to  climb 
down  upon  the  instrument.    After  the  introduction  of  the  ano- 
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scope,  its  obturator  should  be  removed  and  the  inspection  made. 
The  observations  should  be  made  coincident  with  the  withdrawal 
of  the  anoscope.  In  cases  of  extremely  sensitive  ani,  hypoder- 
mic injection  into  the  sphincters  of  ten  or  twenty  miuims  of 
one-tenth  of  one  per  cent,  solution  of  cocaine  will  render  anoscopy 
painless.1 

A  desire  for  precision  requires  that  lesions  of  the  fixed  or  anal 
rectum2  should  be  noted  as  occupying  a  given  quadrant  and  as  situ- 
ated at  a  given  zone — e.  g.,  a  circumscribed  disease  may  be  de- 
scribed as  situated  at  the  ental  sphincter  zone  and  in  the  left  lateral 
quadrant. 

Step  three  (a)  requires  that  the  shoulder-strap  should  be  placed 
and  fixed  to  the  chair  ;  that  the  knees  be  drawn  up  so  that  the 
thighs  are  at  a  right  angle  to  the  length  of  the  chair-top ;  and 
that  the  chair  should  be  tilted  to  the  extreme  oblique  lateral  posi- 
tion, as  is  shown  in  Figs.  15  and  16.  The  leg-foot-board  should 
now  be  lowered,  and  the  operator's  stool  placed  in  position. 

The  illumination-apparatus  should  now  be  adjusted  as  illustrated. 
In  this  new  posture,  which  is  equivalent  to  the  knee-chest  posture, 
the  abdominal  rectum  is  to  be  examined. 

(b)  Introduction  of  the  proctoscope  requires  supported  eversion 
of  the  buttocks  and  steady,  gentle  pressure  of  the  well-lubricated 
instrument  upon  the  anus  in  the  direction  of  the  umbilicus  until 
the  sphincter  is  felt  to  yield,  or  the  patient  may  be  required  to 
bear  down  to  take  the  speculum.  As  the  instrument  enters  the 
inflatable,  movable  rectum  it  should  be  pointed  toward  the  pro- 
montory of  the  sacrum,  and  subsequently  into  the  sacral  hollow. 
The  withdrawal  of  the  obturator  is  followed  by  atmospheric  infla- 
tion of  the  rectum. 

(c)  The  operator  should  observe  the  degree  of  rectal  distention, 
the  situation  and  number  of  the  rectal  valves,  their  propinquity  to 
one  another  when  passive,  and  the  relation  of  one  valve  to  another 
at  the  time  of  the  patient's  bearing  down.  Under  pressure  of  the 
proctoscope,  if  possible,  or  the  hook  (Fig.  17),  if  necessary,  each 
valve  should  be  effaced  or  displaced,  and  in  regular  order  each  of 

1  A  New  Clamp  Operation  for  Piles,  Thomas  Charles  Martin,  M.D.  The  American  Gyne- 
cological and  Obstetrical  Journal,  October,  1898. 

-  The  Surgical  Importance  of  a  Recognition  of  the  Topographic  Anatomy  of  the  Rec- 
tum, Thomas  Charles  Martin,  M.D.   Columbus  Medical  Journal,  May,  1898. 
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the  rectal  chambers  should  be  carefully  inspected.  A  proctoscopic 
mirror  may  be  necessary  for  viewing  the  supravalvular  surfaces, 
Fig.  18. 

The  examination  being  finished: 

Step  four:  The  proctoscope  should  be  withdrawn,  the  illumina- 
tion-apparatus fixed  in  the  first  position,  the  leg-foot-board  lifted  to 
its  place,  the  lever  extended,  the  crank  turned,  and  the  chair 
carried  back  to  the  horizontal  and  upright  position,  and  thus  the 
patient  returned  to  his  feet  by  the  execution  in  the  reverse  order 
of  the  several  steps  described. 

This  method  of  inspection  does  not  subject  the  patient  to  struggle 
or  strain,  and  need  excite  no  embarrassment. 

Observation  by  this  method  has  taught  me  that  in  nearly  all 
cases  of  disease  at  the  anus  there  is  congestion  of  the  rectal  mucous 
membrane,  presenting  the  usual  appearances  of  congestion  ;  and 
that  not  unusually  a  diffused  proctitis  attends  anal  disease.1 

Those  cases  in  which  there  is  no  apparent  lesion  at  the  anus, 
and  which  are  in  a  perfunctory  way  sometimes  declared  catarrh 
of  the  rectum,  will  at  ouce  have  their  real  cause,  such  as  a  high-up 
rectal  polypus,  congenital  or  organic  stricture,  ulceration,  or  other 
disease  positively  diagnosticated,  and  will  be  made  accessible  for 
intelligent  treatment. 

New  growths  or  ulceration  may  be  seen,  and  by  meaus  of  a 
long-handled  curette  scrapings  made,  in  order  that  the  micros- 
copist  may  determine  their  exact  histologic  character. 

Vesicorectal  and  vaginorectal  fistula?  are  often  apparent  at  a 
glance,  but  in  any  case  may  be  discovered  by  the  use  of  the  proc- 
toscopic mirror. 

Stricture  of  the  rectum  need  no  longer  be  regarded  as  of  only 
doubtful  presence,  and  this  method  proves  positively,  even  to  the 
casual  observer,  how  fallacious  is  the  rectal  sound  as  usually  em- 
ployed in  the  diagnosis  of  stricture.2  I  have  repeatedly  proved  to 
professional  visitors  how  easy  it  is  for  an  entering  or  returning 
bulb-sound  to  be  caught  and  held  by  the  rectal  valves,  and  to  elicit 
those  signs  which  are  generally  considered  diagnostic  of  organic 
stricture  of  the  rectum. 

1  Proctocolonoscopy  aud  its  Possibilities  by  a  New  Method,  Thomas  Charles  Martin,  M.D. 
Mathews's  Quarterly  Journal  of  Rectal  and  Gastro-intestinal  Diseases,  July,  1896. 

-  Is  the  Use  of  the  Rectal  Sound  Scientific?  Thomas  Charles  Martin,  M.D.  The  American 
Gynecological  and  Obstetrical  Journal,  August,  1898. 
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The  rectal  valve  constitutes  the  chief  topographic  feature  of 
the  abdominal  rectum.  Its  histologic  character  qualifies  it  the 
typic  anatomic  valve.1  The  attached  border  of  each  valve  spans 
a  little  more  than  half  the  circumference  of  the  rectum,  and 
its  free  border  projects  half  across  the  diameter  of  the  iuflated 
rectum.  Thus,  what  has  been  heretofore  considered  as  a  cavern- 
ous ampulla  is  seen  to  be  divided  into  several  chambers.  There 
are  as  many  chambers  in  the  rectum  as  there  are  rectal  valves- 
The  number  of  rectal  valves  is  variable.  Some  subjects  have 
but  two,  others  have  four,  but  90  per  cent,  of  persons  possess 
three.  The  uppermost  valve  is  invariably  situated  at  the  juncture 
of  the  rectum  and  the  sigmoid  flexure,  which  valve  is  usually 
situated  on  the  left;  the  next  is  on  the  right  wall,  and  the  lower- 
most is  on  the  left.  The  positions  of  the  lower  two  valves  are 
sometimes  anterior  and  posterior.  It  must  be  readily  seen  that 
the  new  methods  of  rectal  inflation  for  rectal  inspection  will  deter- 
mine newer  ideas  of  the  topography  of  this  part,2  and  justify  that 
the  lowermost  chamber  be  considered  the  first  rectal  chamber;  the 
cavernous  area  beyond  the  first  valve  and  below  the  second  should 
be  called  the  second  chamber,  and  the  upper  chamber  the  third, 
and  perhaps  fourth,  according  to  the  number  of  valves.  The 
ancient  division  of  the  rectum  by  the  anatomists  into  upper  first, 
middle  second,  and  lower  third  parts  should  be  abandoned. 

Under  some  conditions  and  amid  some  circumstances  the  rectum 
will  not  inflate.  If  the  subject  be  excessively  fat ;  if  there  be  a 
close  tubular  stricture  of  the  rectum  ;  if  there  be  malignant  growth 
or  other  diseases  of  the  rectum  by  means  of  which  the  gut's  coats 
have  become  extensively  filled  and  fixed  with  an  organized  plastic 
exudate;  if,  for  some  reason,  the  intra-abdominal  pressure  be 
abnormally  increased,  as  it  may  be  by  the  voluntary  bearing  down 
of  the  patient,  as  it  may  be  by  enormous  intestinal  flatus,  or  by 
ascites;  or,  if  there  be  an  impinging  uterus,  extrarectal  growth,  or 
extensive  infiltrating  disease  of  the  contiguous  textures,  rectal  in- 
flation by  this  method,  or  by  any  other  which  is  governed  by 
the  same  principle,  may  be  a  physical  impossibility  ;  but  this  need 

1  New  Evidence  that  the  Rectal  Valve  is  an  Anatomical  Fact,  Thomas  Charles  Martin, 
M.D.   Mathews's  Quarterly  Journal  of  Rectal  and  (lastro-intestinal  Diseases,  October,  1896. 

2  Difficult  Defecation  in  Infants,  Thomas  Charles  Martin,  M.D.  Journal  of  the  American 
Medical  Association,  February,  1898. 


360 


THOMAS   CHARLES  MARTIN, 


not  baffle  the  man  bent  on  seeing  by  means  of  additional  instru- 
mental aid. 

If  this  method  of  ocular  examination  be  practised,  I  am  con- 
vinced there  need  be  no  longer  any  excuse  for  calling  an  undiag- 
nosticated  disease  of  the  rectum  obscure  disease,  and  whatever  disease 
present  this  method  makes  it  susceptible  of  demonstration  to  the 
patient's  physician  or  attendant  friend.  There  is  no  necessity 
whatsoever  that  the  diagnosis  of  rectal  disease  be  taken  on  faith. 

The  following  cases  are  taken  from  my  case-book  : 

Case  I. — Six  weeks  ago  an  unmarried  woman,  about  thirty 
years  of  age,  was  referred  to  me  by  Dr.  David  K.  White,  with 
the  suggestion  that  she  was  suffering  from  fistula  in  ano  and  a 
copious  purulent  discharge  from  the  rectum.  On  bimanual  ever- 
sion  of  the  buttocks  and  ocular  inspection  of  the  ischiorectal  space 
I  discovered  the  external  orifice  of  the  fistula  situated  in  the  poste- 
rior anal  quadrant.  Probing  discovered  that  its  depth  did  not  ex- 
ceed a  half -centimetre.  By  means  of  the  short  anoscope  I  deter- 
mined that  the  fistula  had  no  internal  orifice.  Half  an  ounce  of 
pus  escaped  from  the  rectum  on  the  withdrawal  of  the  obturator 
from  the  anoscope.  I  at  once  inverted  my  chair,  which  placed 
the  patient  in  a  posture  equivalent  to  the  knee-chest  posture, 
introduced  my  proctoscope,  withdrew  the  obturator,  and  saw  that 
the  anterior  concave  areas  of  the  inflated  rectal  chambers  were 
submerged  in  pus,  and  that  the  mucous  surfaces  of  the  chamber 
Avails  and  rectal  valves  were  eroded  in  many  places.  I  bailed  out 
about  six  ounces  of  pus  and  then  observed  that  the  rectum  was 
abruptly  obstructed  opposite  the  sacral  promontory.  At  this  point 
there  was  a  multifoldiug  of  the  mucous  membrane  on  the  anterior 
wall  from  which  emerged  a  stream  of  pus  on  each  inspiration. 
Placing  my  hand  upou  the  abdomen,  I  pressed  backward  and  was 
able  to  increase  the  flow  of  pus,  aud  by  several  repetitions  of  the 
maneuver  to  see  that  at  this  situation  there  was  an  abscess  dis- 
charging into  the  rectum.  The  patient  was  referred  to  me  during 
an  interval  in  my  hospital  service,  and  was  accordingly  transferred 
by  Dr.  White  to  Dr.  Humiston,  who  operated  aud  evacuated  a 
considerable  amount  of  pus  from  a  tubo-ovarian  abscess.  With- 
out proctoscopy  this  patient  might  have  been  considered  a  subject 
to  be  cut  for  fistula. 

Case  II. — In  the  spring  of  1897  a  patient  was  referred  to  me 
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by  Dr.  R.  H.  Pepper,  of  West  Virginia,  who  illustrated  the 
value  of  proctoscopy  to  the  abdominal  surgeon.  The  man  was 
about  thirty-two  years  of  age,  an  emaciated  subject,  and  was  sent 
to  me  to  be  relieved  of  some  internal  hemorrhoids.  Anoscopy 
revealed  the  hemorrhoids,  but  the  proctoscopy,  which  wonderfully 
ballooned  the  rectum,  exposed  to  view  a  tumor  about  the  size  of  the 
hen's  egg,  situated  at  the  junction  of  the  sigmoid  flexure  and 
rectum.  The  patient  was  put  to  bed  for  a  few  days,  when  he 
was  again  examined  by  me  in  company  with  Drs.  Rosenwasser  and 
Crile.  To  these  gentlemen  I  reported  my  finding,  and  asked 
them  to  make  a  bimanual  examination  of  the  patient,  by  means  of 
which,  I  may  add,  we  each  failed  to  discover  any  confirmation 
of  the  proctoscopic  finding,  though  the  patient  was  profoundly 
narcotized,  and  he  was  a  much  emaciated  subject.  On  proctoscopy 
we  discovered  the  tumor,  which  rested  upon  a  sessile  base,  about  5 
centimetres  broad  ;  it  projected  from  the  posterior  wall  to  the 
height  of  three  centimetres.  At  my  request  Dr.  Crile  removed 
from  it  a  piece  of  tissue,  which  proved  to  be  that  of  a  malignant 
adenoma.  The  patient  was  counselled  to  return  to  his  home,  and 
on  the  appearance  of  any  signs  of  obstruction  to  report  again  and 
submit  himself  to  an  operation  for  its  relief.  I  am  told  that  sub- 
sequently he  visited  Dr.  Mathews  at  Louisville,  and  Dr.  Murphy 
at  Chicago,  and,  finally,  Dr.  Coley,  of  New  York,  to  whom  he 
was  sent  for  the  toxin  treatment.  The  growth  had  progressed 
to  such  a  size,  and  was  so  prolapsed  by  this  time,  that  bimanual 
examination  was  able  to  discover  its  presence.  It  chanced  that 
Dr.  Crile,  of  Cleveland,  was  present  at  Dr.  Coley's  examination 
and  was  able  to  extemporize  a  proctoscopic  examination,  and  at 
Dr.  Coley's  request  he  again  removed  a  piece  of  tissue.  The 
microscopic  inspection  confirmed  the  diagnosis,  which  was  made 
at  a  time  when  the  patient  himself  did  not  suspect  the  existence 
of  the  tumor,  and  when  expert  abdominal  surgeons  were  unable 
to  detect  its  presence,  though  assured  of  its  existence.  Had  a 
proctoscopy  been  performed  when  the  patient  first  sought  treat- 
ment for  piles,  which  was,  perhaps,  a  year  or  two  before  he  con- 
sulted Dr.  Pepper,  the  benign  adenoma  could  probably  have  been 
removed  by  means  of  the  snare. 

Case  III. — A  woman,  aged  thirty-three  years,  married  and 
childless,  was  referred  to  my  clinic  in  January  of  this  year  by  Dr. 
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C.  B.  Parker.  She  had  been  under  the  treatment  of  several  physi- 
cians for  stricture  of  the  rectum,  which  the  patient  claimed  had  been 
subjected  to  divulsion.  On  bimanual  eversion  of  the  buttocks 
ocular  inspection  of  the  field  discovered  an  anovaginal  fistula,  with 
complete  division  of  the  transversus  perinei  and  of  the  ectal  sphinc- 
ter aui  at  its  anterior  quadrant.  Voluntary  contraction  of  the  ectal 
sphincter  pulled  the  divided  sphincter  ends  backward  so  that  the 
sphincter  occupied  only  the  posterior  half  of  the  anal  circumference. 
Contraction  of  the  sphincter,  instead  of  closing,  opened  up  the  anus. 
Digital  inspection  discovered  a  stricture  at  the  levator  ani  zone, 
whose  lumen  was  one  centimetre  in  diameter.  It  was  sufficiently 
elastic  to  permit  the  painless  introduction,  under  infiltration  anes- 
thesia, of  a  proctoscope  two  centimeters  in  diameter.  Proctoscopy 
discovered  a  general  hypertrophic  proctitis  with  much  erosion  of 
the  mucous  membrane  and  such  a  degree  of  hypertrophy  of  the  lower- 
most rectal  valve  as  is  equivalent  to  the  so-called  annular  stricture 
of  the  rectum.  Application  of  atomized  solutions  of  nitrate  of 
silver  cured  the  proctitis  within  a  few  weeks  and  divulsion  and 
instrumental  massage  restored  the  rectal  valve  to  its  normal  form 
and  elasticity,  bilateral  division  of  the  fibres  of  the  levator  and 
their  fasciae  removed  the  strictures  at  that  zone,  and  the  following 
procedure  restored  the  continuity  of  the  sphincter  and  re  established 
fecal  continence ;  under  infiltration  anesthesia  the  sphincter  ends 
and  contiguous  tissues  were  freshened  and  sutured,  the  muco- 
cutaneous surfaces  united  and  subcutaneous  oblique  division  of  both 
transversus  perinei  was  performed,  the  last  bone  of  the  coccyx  was 
disarticulated  from  the  fellow,  and  thus  the  muscular  structures 
set  adrift  about  the  sphincter,  which,  being  relieved  from  the  pos- 
sibility of  muscular  tugging,  united  promptly  and  restored  the 
mechanism  of  defecation. 

Case  IV. — A  young  man,  a  student,  eighteen  years  of  age,  tall, 
slender,  and  rather  anemic,  consulted  me  in  the  summer  of  1896. 
He  reported  that  for  eight  or  ten  years  he  had  daily  on  defecation 
hemorrhage  from  the  rectum.  Proctoscopy  revealed  a  bleeding 
pedunculated  tumor  about  the  size  of  the  Malaga  grape,  pendant 
from  the  roof  of  the  second  rectal  chamber  and  situated  about  15 
centimeters  from  the  anal  verge.  He  had  no  other  anal  or  rectal 
lesion.    Assisted  by  Dr.  Hubert  L.  Spence,  I  easily  removed  the 
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polypus  by  means  of  the  cold  snare.  The  hemorrhage  disappeared 
and  the  patient  grew  robust  within  a  few  months. 

These  cases  demonstrate  the  value  of  the  routine  practice  of 
proctoscopy  in  all  cases  of  proctica. 

This  chair  was  made  for  me  by  the  Canton  Surgical  and  Dental 
Chair  Company.  Mr.  Theodore  Endean  made  the  photographs. 
The  instruments  were  made  by  Mr.  Thomas  Le  Cras,  of  Cleveland, 
and  by  the  J.  F.  Hartz  Company,  of  Detroit,  Michigan. 
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GEORGE  HENEY  ROHE,  M.D. 
1851-1899. 

Contributed  by  WILLIAM  WARREN  POTTER,  M.D. 


George  Henry  Eohe  was  born  in  Baltimore  County,  Mary- 
land, January  26,  1851.  He  was  a  son  of  John  and  Margaret  Roh6, 
both  of  whom  were  natives  of  Bavaria.  He  passed  his  early  life 
in  Baltimore  city  and  county,  where  he  received  his  preliminary 
education  in  public  and  private  schools. 

He  began  the  study  of  medicine  in  1867  under  the  preceptorship 
of  the  late  Professor  Augustus  F.  Erich.  He  further  pursued  his 
studies  in  the  University  of  Maryland  School  of  Medicine,  where, 
after  three  academic  courses,  he  graduated  in  March,  1873.  He 
afterward  studied  dermatology  in  Boston,  under  the  supervision  of 
Dr.  Edward  Wigglesworth.  After  some  years  spent  in  travel  he 
returned  to  Baltimore  and  engaged  in  general  practice  until  his 
appointment  by  Mayor  Davidson  as  city  health  commissioner,  in 
1890.  For  a  short  time  in  1885  he  was  acting  assistant  surgeon 
in  the  United  States  Army.  He  had  been  professor  in  the  College 
of  Physicians  and  Surgeons  since  1881,  and  at  different  times  had 
filled  the  chairs  of  therapeutics,  materia  medica,  hygiene,  and 
mental  diseases.  He  was  an  expert  sanitarian,  and  was  often 
authoritatively  quoted  on  this  subject. 

He  was  appointed  superintendent  of  Spring  Grove  Hospital  for 
the  Insane  in  1891,  and  in  1896  was  elected  to  take  charge  of  the 
new  hospital  at  Springfield,  Carroll  County,  when  it  was  estab- 
lished, and  entered  upon  this  work  with  enthusiasm.     It  was  his 
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ambition  to  make  the  institution  one  of  the  best  of  its  kind  in  the 
world,  and  expert  comment  was  that  he  was  succeeding.  He 
offered  many  valuable  suggestions  as  to  the  construction  of  the 
buildings,  aud  personally  superintended  the  work.  He  was  the 
first  to  apply  the  "open-door"  method  of  conducting  an  insane 
hospital.  Not  a  door  nor  a  window  at  the  new  institution  has  a 
lock  or  fastening  on  it.  Patients  so  disposed  may  wander  away 
at  will,  but  this  very  knowledge  curbs  their  propensities  to  roam 
about,  and  proves  helpful  to  them  mentally.  Only  one  patient  has 
left  since  the  plan  was  adopted,  and  he  was  speedily  returned. 
Dr.  Rohe,  however,  was  vigilant,  faithful,  imbued  with  love  for 
the  great  work  he  had  undertaken,  and  which,  so  far  as  it  has  been 
accomplished,  is  a  monument  to  the  benevolence  of  Maryland  and 
to  his  own  large-hearted  charity. 

The  out-of-doors  life  in  a  healthy  region,  and  employment  in 
varied  farm,  garden,  and  domestic  work  all  contribute  to  the  bene- 
ficial influence  on  the  patient,  mentally  and  bodily. 

The  system  requires  in  the  management  of  all  its  details  a  high 
sense  of  obligation  to  duty  and  intelligence  in  administration  far 
above  the  average.  One  may  well  imagine  the  solicitude  of  the 
superintendent  in  carrying  out  his  plans  in  the  upbuilding  of  such 
an  institution.  It  was  a  weight  even  for  one  of  his  vigor  and  zeal, 
but  the  results  were  encoura>nug.  A  noble  foundation  has  been 
laid  with  which  the  name  of  George  H.  Rohe  will  always  be  asso- 
ciated in  grateful  memory. 

The  buildings  are  of  the  most  approved  architecture,  and  the 
system  of  management  employed  is  the  most  humane  that  can  be 
devised.  Dr.  Rohe  was  an  alienist  of  the  most  advanced  ideas  in 
theory  aud  practice,  and  nothing  that  could  be  obtained  or  con- 
structed was  omitted  iu  the  care  aud  treatment  of  persons  suffering 
from  mental  disease  under  his  care.  His  studies  into  the  relation- 
ship between  mental  and  pelvic  diseases,  aud  his  advocacy  of  abdom- 
inal section,  in  appropriate  cases,  for  the  relief  of  insane  women, 
identified  his  name  with  this  advanced  method,  and  his  papers  on 
the  subject  have  beeft  quoted  all  over  the  world. 

Dr.  Rohe  was  a  member  of  the  American  Medical  Association  ; 
of  the  American  Public  Health  Association,  of  which  he  was  presi- 
dent when  he  died  ;  of  the  American  Association  of  Obstetricians 
aud  Gynecologists,  and  its  president  in  1894;  of  the  Medical  aud 
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Chirurgical  Faculty  of  Maryland,  and  its  president  in  1893;  of 
the  American  Medico-Psychological  Association  ;  of  the  American 
Electro-therapeutic  Association ;  of  the  Clinical  Society  of  Mary- 
land ;  of  the  Baltimore  Medical  Association  ;  of  the  Baltimore 
Neurological  Society ;  of  the  Medical  and  Surgical  Society  of 
Baltimore;  of  the  Southern  Surgical  and  Gynecological  Associa- 
tion ;  was  a  member  of  the  Committee  on  Organization  of  the  first 
Pan-American  Congress;  of  the  American  Academy  of  Political 
and  Social  Science ;  was  foreign  associate  member  of  the  Society 
Francaise  d'Hygiene  ;  and  secretary  and  treasurer  of  the  Rush 
Monument  Committee.  In  1894  he  was  elected  an  honorary 
member  of  the  Society  of  Mental  Medicine  of  Belgium,  and  corre- 
sponding member  of  the  Medico-Psychological  Society  of  Paris. 

His  membership  in  all  these  several  societies  was  conferred  by 
reason  of  his  special  fitness  for  the  same,  and  was  not  in  any  sense 
a  perfunctory  honor.  It  indicates  in  a  measure  the  thorough 
equipment  of  the  man  in  many  directions — a  versatility  of  talent 
that  but  few  possess. 

Dr.  Robe  was  also  an  author  of  conspicuous  ability  as  well  as 
versatility.  He  published  a  text-book  of  Hygiene,  which  ran 
through  three  editions;  a  work  on  Practical  Electricty  in  Medi- 
cine and  Surgery,  and  a  Manual  of  Skin  Diseases.  He  was  asso- 
ciate editor  of  the  Annual  of  the  Universal  Medical  Sciences,  and 
published  mauy  monographs  relating  to  the  several  branches  of 
medicine  with  which  his  name  has  been  identified. 

Dr.  Roh6  was  one  of  the  best  known  physicians,  not  only  in 
Baltimore  and  the  State  of  Maryland,  but  all  over  the  country. 
He  was  not  only  gifted  in  his  profession,  but  possessed  all  the 
charms  belonging  to  a  man  of  culture,  refinement,  amiability,  and 
strength  of  character.  Socially  he  had  but  few  equals  as  a  host 
or  entertainer,  and  his  tastes  led  him  to  often  serve  in  those  rela- 
tions. His  door  was  always  open  to  his  friends,  and  his  kindness 
of  heart  and  sympathy  with  the  distressed  made  him  a  liberal 
giver  to  those  deserving  of  charity. 

The  circumstances  attending  his  death  were  especially  sad.  The 
Governor  of  Maryland  appointed  him  a  delegate  to  the  National 
Prison  Congress  that  met  at  New  Orleans,  January  25,  1899.  He 
accepted,  thinking  it  probable  that  a  change  of  climate  and  a  visit 
to  his  many  friends  in  New  Orleans  would  benefit  his  health,  for 
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it  will  be  recalled  by  his  intimate  friends  that  for  several  months 
previously  he  had  not  been  quite  up  to  his  usual  standard  of 
robustness.  After  the  adjournment  of  the  congress  he  spent  a 
few  days  in  renewing  old  friendships,  and  accepted  many  social 
invitations  as  well  as  paid  daily  visits  to  the  clubs  where  his 
friends  congregated.  On  February  6th  he  went  to  his  apartments 
about  3  o'clock,  remarking  to  his  wife  that  he  was  somewhat 
fatigued  and  would  go  to  bed.  He  did  so,  and  when  dinner-time 
came  he  persuaded  Mrs.  Rohe  to  go  down  without  him,  remarking 
that  later  he  would  have  his  dinner  sent  up.  An  hour  afterward 
he  was  dead,  having  breathed  out  his  life  in  peaceful  sleep  and  in 
solitude,  without  pain,  so  far  as  can  be  learned,  certainly  without 
struggle  or  without  any  visible  trace  of  agony.  What  an  ideal 
death  !  but,  oh,  so  shocking,  so  heartrending  to  his  lovely  wife 
and  daughter — the  latter  a  charming  little  maid  of  eight  years  ! 
"Farewell,  man  of  fire  and  dew,  farewell !  " 
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